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MORALE' | 
EDWARD A. STRECKER, M.D., ann KENNETH E. APPEL, M.D. 


It would be short-sighted and stupid to 
ignore the fact that the Nazi not only had 
a plan for building morale but that they 
“blue-printed” it and carried it out with 
painstaking Teutonic thoroughness. Only 
because its objective is archaic—brute 
power—and its intent evil, will it fail. 

publication “German Psychological 
Warfare” gives an idea of the ramifications 
of the system of inculcating morale into 
soldier and citizen. Five hundred and sixty 
one references are listed. Well organized 
laboratory centers for devising morale mak- 
ing techniques are described. The system 
reaches back to the child and the “Hitler 
Youth” are carefully examined to determine 
conduct, punctuality, orderliness, reliability, 
attitudes toward comrades and_ superiors, 
adaptability, will power, diligence, skill, sen- 
sory perception, intelligence, practical and 
special talents and leadership. Thus, begins 
the child’s dossier. It is a running account. 
When the cannon fodder age is reached, the 
dossier is on file in the army or wherever 
the youth will serve. 

In our own country, morale making ef- 
forts in army and civilian life have been 
somewhat feeble. Citizens of a democracy 
are willing to pay for the precious boon of 
unfettered thought and speech with its in- 
evitable penalty of some lack of national 
harmony. However, it should not be neces- 
sary to pay through the nose. 

Psychiatrists are rightfully entitled to 
recognition as experts on morale. Our at- 
tention is constantly focussed upon human 
personality, including not only the endow- 
ments brought into the world by each indi- 
vidual, but the total of the entwined somatic 
and emotional experiences of life. Morale 
is the spirit of personality. 

One may mention only a few of the vicis- 
situdes of human personality. It may be con- 
cussed into insensibility by the impact of 
melancholia. Very often the personality is 

1 Read at the ninety-eighth annual meeting of The 


American Psychiatric Association, Boston, Mass., 
May 18-21, 1942. 


split, divided against itself. Whatever the 
motivation of schizophrenia may be, ap- 
parently it accomplishes in the individual 
what the dictators hope to accomplish in the 
forces of democracy: “Divide and conquer !” 

Psychiatrists employ their skill in trying 
to mend broken personalities. They attempt 
to reassemble the fragments; fit them to- 
gether ; remobilize the morale. If enduring 
recovery is to be achieved, something more 
than pharmacological and other techniques 
will be needed. As psychiatrists know, it 
is imperative also that the attractions of the 
Lorelei of Phantasy be minimized and the 
satisfactions of Reality emphasized. In men- 
tal patients, in order to make and insure the 
morale of recovery, it is necessary to propa- 
gandize their everyday world to them. 

A nation has a living personality. The 
national personality is the cross section of 
the personalities of all the citizens. It is a 
reliable barometer of the condition of the 
national morale. A survey of the person- 
ality of this nation discovers areas of inade- 
quate morale. There are segments in which 
morale has been blasted from its moorings 
by the emotional repercussions of war. 
Many individuals have been rendered inef- 
fectual and wellnigh inarticulate. At best, 
they are able to murmur: “Don’t talk about 
war. I can’t stand it.” 

Much more serious is the deliberate pro- 
duction of disunity, attempted splitting of 
national morale by the evil forces of the 
fifth column. Rumor is spread by more than 
25 techniques, including so-called “free 
speech” which is not free at all but is bought 
and paid for by the Judas money of the ene- 
mies of democracy. With practiced skill 
every device of unscrupulous propaganda is 
employed. Capital is incited against labor ; 
labor against capital; both capital and labor 
against government. Seeds of dissatisfaction 
and dissension are sown in the armed forces. 
A detail of the enormous problem confront- 
ing democratic civilization, usually a racial 
or religious issue, is so magnified by deliber- 
ately exposing it to the distorting focus of 
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prejudice and intolerance, that the propa- 
gandized individuals become 
blind to the main issue—the survival of de- 
mocracy. Somewhat reminiscent of the falsi- 
fication of memory of a Korsakow’s syn- 
drome is the propagandist device of extract- 
ing something from the past, submitting it 
to the myopic vision of prejudice, producing 
strong emotional reactions—all this, as 
though the described happenings were cur- 
rent. Even in the legislative halls of this 
nation, the American Revolution of more 
than 150 years ago was cited as the reason 
for not trusting England! Thus, it is hoped 
we will distrust our allies: ‘Divide and 
conquer !” 

If the pathology of schizophrenia is suc- 
cessful, the foundations of the human per- 
sonality are rent asunder and there remains 
the wreckage of phantasy. Should unscrupu- 
lous propaganda have its evil will, then the 
house of our national personality will be 
divided, and behind the wall of phantasy- 
security we may await our doom. 


hysterically 


MoRALE 


Care I for the limb, the thews, the stature, the 
bulk, the big assemblance of a man! Give me the 
spirit. 

The poet sung an eternal verity, for singly 
or en masse, in one man or a nation of men, 
it is the spirit that is morale. The spirit of 
either the man or the nation is more than 
the man’s physical strength, prowess or even 
mental soundness or the mere total of the 
national material resources. Total war with 
its technique of terror and subversive activi- 
ties, puts a premium on the spirit of men, 
acid tests their morale not only in military 
life, but just as much in civilian life. Self- 
training and self-discipline, willingness to 
subjugate at least some part of the purely 
personal interests and desires of life, work 
to do and keeping busy in its doing, partici- 
pation in a common purpose, purging our 
thoughts of the purely material, so that we 
may see again the inspiring vision that the 
great patriots of democracy saw throughout 
the ages—these are the ingredients of which 
effective morale is compounded. We need 
this kind of morale to defeat the enemies of 
democracy. 


MORALI 
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PROPAGANDA 


Morale does not It must 
It can be made by propaganda and 


orow on trees. 


‘an be broken by propaganda. 


bowl fil Whoever can 
be persuaded or tricked into partaking is 
+}, 
il 


furnished with spectacles, 


tinted 


e lenses darkly 
with prejudice, passion, hatred and 
intolerance. Viewed through these lenses, 


the poisoned pap which the bowl of propa- 


ganda contains seems very delectable. The 
dupe is convinced that he is getting some- 
thing he wants more than anything else— 
something very good for him and, by infer- 


ence, good for others 
\depts in un- 
yw the exact value 


of each move and counter-move. They know 


Propaganda is a science. 


scrupulous propaganda kn 


that direct propaganda accomplishes much. 
[f, in addition to being direct, it can also be 


central then propaganda is at its efficiency 
peak. If a child has been centrally propagan- 
dized by radio to want something, then every- 
tl even food, | 


ing else in life, yecomes secon- 


dary in interest, 
1 
Nas 


until the coveted gadget 
been obtained. Counter-propaganda is 
Once an idea has been 
deeply imbedded in an emotional matrix by 
direct propaganda it is exceedingly difficult 
We could profitably under- 
propa- 


not often successful. 


to extract it. 
take a program of anticipatory 
ganda. The iging propaganda of 
the enemy issued when another helpless 
country has been raped; another ‘‘explana- 
white paper published; another neu- 
ship “oreat 


camoufil: 


tory” 
tral 
gained; another bombing of their territory 


sunk; another victory” 
in which the bombs struck no military objec- 
tives but damaged only hospitals, orphan 
asylums and institutions of culture, is now 
Occasionally, 
there is interspersed a truthful report, so 


patterned and _ predictable. 
that a subsequent “‘fish-that-got-away”’ sized 
lie will be believed. By constant repetition 
widely publicized in advance of the enemy’s 
pronouncements, it should be feasible to dis- 
Thus, 


as a result of commercial propaganda, when 


count their harmful effect on morale. 


tooth powder or watches are mentioned, one 
thinks automatically of “A” tooth powder 


and ‘“‘B” watches: so should we, when we 
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hear the usual propaganda of the enemy, 
think automatically of lies and liars. 

The will of the individual is made up of 
his social ideals and: goals, and his emotions 
and urges. When the personality is split, 
as in mental disease, the will of the indi- 
vidual is reduced and rendered ineffective 
by inner divergencies and incompatibilities 
of ideals and emotions. Similarly the will 
of a people is weakened and rendered inef- 
fective by forces of divergency, lack of unity 
and cooperation. The psychology of totali- 
tarian leaders has been based on this formula 
of Divide and Conquer. They have used it 
effectively in Europe in destroying the will 
to fight in the enemy and they are trying to 
use it on us. Terrorism, subversive propa- 
ganda, fifth columnists, economic warfare, 
stirring up of class, racial and religious 
prejudices, stimulation of economic warfare 
between the classes, playing various national- 
istic groups against one another, are the 
methods of trying to divide us, split us and 
render our will to fight ineffective. 

One of the most important phenomena in 
the present world conflict is the use of psy- 
chology in affecting thought, feelings and 
behavior on a mass scale. The old formula 
was ability to fight versus the enemy’s ability 
to fight. The new formula is ability to fight 
plus will to fight against the enemy’s ability 
to fight plus his will to fight. The Germans, 
Russians and Japanese have discovered that 
the will to fight is of equal importance to 
the ability to fight. The French, British and 
Americans have conducted the war chiefly 
with the outmoded formula of the ability 
to fight. The allied nations have concen- 
trated their efforts chiefly on the ability to 
fight and have left the will to fight to chance, 
the eternal verities and amateurs. The totali- 
tarian powers have not left the will to fight 
to chance. They have discovered how to 
create a will to fight and how to destroy the 
will to fight. The Nazi army not only has 
500 psychologists on its payrolls, but engages 
the services of every psychologist and psy- 
chiatrist in Germany in a scientific program 
to arouse and maintain the will to fight in the 
Nazi army and civilian population and to de- 
stroy the will to fight in the enemy. In the 
words of General Forertsch of the Nazi 
general staff on The Art of Modern War- 


fare: “The final word regarding victory or 
defeat rests not on arms or equipment, nor 
on the technical skill with which they are 
used, nor even on the principles of strategy 
or tactics, but on the morale (will to fight) 
of the troops.” We believe the will to fight, 
or morale, has not been sufficiently mobilized 
in our civilian population and that there has 
not been an adequate effort to break the will 
to fight in enemy countries. 

What are the elements of this will to fight, 
or morale ? 


1. Each soldier should know what he is 
fighting for; we need a slogan. 

Each civilian should know what he is 
fighting for. 

Anger at the enemy. 


bo 


Fear of the specific consequences of de- 
feat for each individual, not just the 
fear of defeat, in general. 

5. Willingness to sacrifice himself for the 
good of the whole, the herd instinct. 
United we stand, divided we fall. 

6. Confidence in self. 

Confidence in leaders and officers. 


NI 


How can morale be increased? The self- 
preservative instinct must be vitally aroused. 
It should be brought home to people that we 
are fighting not only for democracy and 
ideals, the preservation of our nation, but 
for self-preservation—for the survival of 
our own homes, family and children, our 
own happiness and freedom. The will to 
survive of the individual must be stimulated. 
The individual citizen does not sufficiently 
realize his plight. He does not know there is 
something that can be done about his fear. 
The average citizen does not realize what 
in concrete terms defeat will mean to him 
and his family. He should compare his 
present status with the position of persons 
like himself in countries under the Nazi heel. 
The forces of fear, anger and aggression 
must be mobilized and organized into the 
will to fight—in addition to the development 
of physical health, military skills and indus- 
trial output. The energy of anger and fear 
will be required to win this war. The will 
to fight must be forged out of the fiery fur- 
naces of fear and aggressiveness, if we are 
to win. We have got to win this war with 
our hearts as well as our heads and hands. 


| 
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Ideas alone are too pallid. Our wills are not 
sufficiently mobilized. The danger seems too 
We must stimulate their imagina- 
tions by bringing home the actual dangers to 
each individual in concrete dramatic terms. 

Psychiatrists are not making, we believe, 
the contributions they can make to the gen- 
eral morale. They have not been active 
enough in making known the contributions 
they can make. The government is not aware 
of the contributions psychiatry can make in 
the field of ideology, aggression, fear, war 
propaganda and morale. Psychiatrists have 
more knowledge of anger, fear and the in- 
fluence of ideas on people than any other 
group in the community. Psychiatry has 
been thought of chiefly as concerned with 
the study and treatment of the individual, 
not as having contributions to make to so- 
ciety as a whole. Psychiatry has a tremen- 
dous power to contribute to social forces 
beyond the clinical frontiers. 

From information at hand we have been 
alarmingly negligent in the mobilization of 
morale. The department of psychological 
warfare of the United States Army has only 
a few psychologists on its staff. The morale 
branch of the United States Army which 
has charge of arousing and maintaining the 
will to fight in the army has only one psy- 
chiatrist on its staff. Much of the activity 
of this department has been devoted to en- 
tertaining and recreation of troops! The 
Office of Facts and Figures which is in 
charge of the arousal and maintenance of 
the will to fight in the civilian population 
has no psychologist or psychiatrist on its 
staff. The co-ordinator of information de- 
partment is a non-military organization that 
collects information and sends out propa- 
ganda to areas outside the United States. It 
has several psychologists but no psychiatrists 
on its staff. The department of psychiatry 
of the Surgeon-General’s office is so busy 
preparing for casualties, we understand, that 
it has little time to devote to ideology and 
emotional mobilization—psychiatry beyond 
the clinical frontiers. 


remote. 


PROPAGANDIZING MORALE 


No matter how good a product may be, 
still is it necessary to tell people about it— 


MORALE 


_[Sept. 


to propagandize it. A man may make a bed 


so slumber-inviting that the worst insomniac 
need merely look at it and at once his eyelids 
droop and he begins to yawn—or a mouse 
contrived that mice would 


come from far and wide squeaking to be 


trap so cunningly 


unless there was sales- 
would 
In the instance of the na- 
tion, if only the imperfections are stressed 


caught in its meshes ; 


talk-propaganda—these inventions 


never be known. 


and not the benefits and blessings, then the 


morale of the country will fall or at best 
remain static. Static morale cannot win a 
Wa 
In the past of our nation and in its present 
d future there is splendid material for 


There is neither the 
necessity nor the expediency for a program 


‘uthful propaganda. 
of deception. Taking the good with the bad, 
our situation is good enough, so that we need 
not be afraid to disseminate honest propa- 
ganda, which will make our democracy ap- 
preciated and loved; lived for and died for. 

In order to be honest, propaganda need not 
itself to categorical facts, imper- 
The natural forte and appeal 
of propaganda is emotional. The emotions 
If anything, they 
are more deeply moved by the truth. How- 
evel 


are not allergic to truth. 


even the truth must be emphatically, 
warmly and stirringly stated. 

The lamps of democracy were not lit by 
impersonal and unimpassioned thinking. Nor 
will they be kept burning by this kind of 


thought, no matter how logical it might be. 


Wit driving force imparted by 
the emotions to ideas and plans, this nation 


] 
hout the 


scarcely would have been conceived; or, if 
conceived, it would have been stillborn. If 
not activated by patriotic fervor many times 
during its history, it never would have sur- 
vived. In certain places and in certain people 
there is a superciliousness masquerading as 
intellectualism which looks “down the nose” 
at displays of patriotic feelings. Actually 
moving, robust feelings are good for us. We 
need more patriotic music and pageantry; 
more festivals and rituials. Accessions to citi- 
zenship might well be dignified by great pub- 
lic celebrations of recognition and rejoicing. 
Such feast days of patriotism would weld 
more firmly our traditions and aspirations. 
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They are the confirmation of the baptism by 
birth or naturalization of Americanism. 
Such ceremonies should be rich in symbols. 
It might be objected that symbols are be- 
littling; that they enslave intelligence by 
chaining it with emotional bonds. In propa- 
ganda as elsewhere, symbols are as bad or 
as good as the things they symbolize. A 
cheque is a symbol for money—a good sym- 
bol if the money is in the bank. Certain 
religious symbolizations are beautifully ex- 
pressive and symbolize boundless love and 
mercy. So are human beings stimulated to 
imitate in their behavior towards their fel- 
low, this infinite love and compassion. A 
kiss is a symbol of love, friendship or trust— 
a good symbol, unless it be a Judas kiss of 
treacherous betrayal, much favored by cer- 
tain foreign political opportunists. 
Psychiatrists know the value of symbols, 
rightly and skillfully used. Psychotherapy, 
occupational therapy, the details of the in- 
creasing leeway and responsibilities given to 
the patient in order to stimulate recovery 
are all replete with symbols—symbols of the 
satisfactions of the reality to which the psy- 
chiatrist is attempting to restore the patient. 
Our flag and our national anthem are good 
symbols. They are symbols of freeing men 
and not enslaving them. They lead men to 
the plateaux of liberty and warn them away 
from the abyss of the debasement and serf- 
dom of the human spirit. 
understand 
workings of democracy. 


Psychiatrists the practical 
Mental disease is 
a great leveller. Economic and ctltural dis- 
tinctions rarely survive the scythe of the 
psychoses. Furthermore, mental disease and 
the necessity of being treated in the hospices 
of psychiatry are the penalties incurred by 
patients for the failure to respect that inter- 
mediate territory situated between the indi- 
vidual and society. The patient lost the ca- 


pacity to distinguish between “me and thou” ; 
between personal rights and social duties. 

In the treatment of our patients, over and 
above pharmacological and other techniques, 
physical and psychotherapeutic, there is con- 
stantly the effort to re-establish the personal- 
social balance. As the patient improves, he 
is moved from one ward of the hospital to 
another. Icach move indicates an increasing 
capacity to inhibit personal inclinations lead- 
ing to asocial behavior and a greater con- 
sideration for the rights of others. Recovery 
is equivalent to a restoration of the personal- 
social balance ; the acceptance of a working 
criterion of the “me-thou” relationship. In 
these considerations there is an important, 
in fact the important lesson for democracy. 

An old French workman, sorrowing 
amidst the ruins of his beloved mother-land, 
said: 

We have lacked an ideal. We came to imagine 
that the proper duty of man was to arrange an easy 
way of life, individualistic to the point of selfish- 
ness. We saw no other purpose than the ability to 
satisfy our wants. We looked upon the state as a 
universal purveyor and we always spoke of our due, 
seldom of our duties. We persisted in leveling the 
nation down and in imagining that the state would 
prove an everlasting milch cow. 

The awakening is rude. A terrific task faces our 
young generation, what is left of it. We must do 
all we can, morally and materially. We are about 
to become slaves. But I am convinced that adversity 
will weld the nation. We shall have to bow our 
heads but no force on earth will be able to break 
our hearts. 

Tell all this to the Americans and warn them, 
at the same time, of the perils that may befall 
democracy everywhere when it forgets that free 
men have duties as well as rights. 


Psychiatrists attain some understanding 
of the human psyche. In miniature the mind 
of man is the state with its imperfections and 
debasements ; its. aspirations and ideals; its 
assets and liabilities ; its conflicts. Psychia- 
trists are equipped and obligated to do all 
they can in the making of winning morale. 
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ANALYSIS OF CERTAIN FACTORS IN HISTORIES OF TWO 
HUNDRED SOLDIERS DISCHARGED FROM THE ARMY 
FOR NEUROPSYCHIATRIC DISABILITIES 
SEYMOUR J. ROSENBERG, Mayor, M. C., ann RICHARD H. LAMBERT, Captain, M. C. 
Station Hospital, Camp Lee, Virginia 


This paper presents certain facts drawn 
from a review of 200 consecutive case his- 
tories of soldiers discharged from the army 
at Camp Lee, Virginia, because of neuro- 
psychiatric disabilities. The information was 
obtained from detailed clinical histories, sup- 
plemented by social service investigations. 
The disabilities here reported occurred 11 
the relative safety of a training camp at 
home. 

Camp Lee, during the period of our 
study, was composed of a reception center 
and two replacement centers, one for quar- 
termaster and one for medical troops. At 
the reception center selectees brought from 
civilian life are clothed, immunized and clas- 
sified, and after several days sent to train- 
ing centers throughout the United States. 
Recruits from various sections of the coun- 
try are assigned to the replacement centers 
for 13 weeks of training. After this train- 
ing they are sent to permanent organizations. 
As a result, the population of this camp is 
always changing and the majority of our 
soldiers have not been in the army more 
than 3 months. 

It is essentially from this source that we 
receive soldiers for observation in the psychi- 
atric wards. Of the patients admitted to the 
psychiatric service the psychotic and proven 
epileptic individuals are immediately pre- 
pared for discharge. The psychoneurotic 
reaction types are disposed of in accordance 
with the severity of the reaction. In compli- 
ance with instructions from the War Depart- 
memt we discharge only those psychoneurotic 
patients with severe manifestations whose 
service cannot be utilized in any practical 
capacity. 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, round 
table on military psychiatry, Boston, Massachusetts, 
May 18-21, 1942. 

Approved for publication by the War Department 
Manuscript Board. 
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In 200 consecutive case histories of pa- 
tients whom we have discharged the follow- 
ing features were studied: the reaction types, 
duration of the illness, length of service 
before admission to the hospital, educational 
achievements, work record and family his- 
tory. We also sought an answer to the fre- 
quently asked question, “Is induction into 
the army the cause of mental breakdowns ?” 

With respect to age, 91 per cent of our 
group were under thirty. Ten per cent of 
our patients were colored. 

lable I indicates the percentages of the 
various reaction types encountered. Not in- 


ided in our group are those individuals in 
10m the mosis was mental 
constitutional psychopathy. 
[his is accounted for by the fact that army 


Cit 
Wi primary 


1 


aenciency or 


regulations provide that when it is necessary 
to discharge such individuals, this is accom- 
plished by a procedure other than a medical 
certificate of disability. 

It is noted that of the three main cate- 
disability, one-half were 
psychoneurotic, a little less than a third 
psychotic and about one-sixth epileptic. 


eories of about 


In the psychoneurotic group the largest 
number, 40 per cent, were classified as hypo- 
chondriasis. Next in frequency were the 
hysterias and anxiety states which were 
present in 17 and 14 per cent respectively. 
There was another group of about equal size 
which was made up of individuals in whom 
the symptoms and findings were so mixed 
that they could not be included in one of the 
more specific categories. Only 8 per cent of 
the psychoneurotic group were classified as 
neurasthenia. The remaining minor reaction 
types were found in only a few instances. 

As would be expected, of those individuals 
the great majority, 
51 (or 84 per cent) were diagnosed dementia 
Only 3 psychotic patients were 
manic-depressive. Two were depressed and 


classified as psych yt ic, 
precox. 


one manic. 
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In the dementia preecox group of 51 pa- 
tients, 41 per cent exhibited a paranoid type 
of reaction. Twenty-seven per cent were 
classified as unqualified in type because of 


TABLE I 


A. Mayor Groups 


No Per cent 


B. PsycHoNevurotTic REACTION TYPES 


No. Per cent 
Situational depression .......... 3 3.0 
Obsessive-ruminative tension 
General nervousness ........... 2 2.0 
I 1.0 


C. Psycuotic REAcTION TyPEs 


No. Per cent 
Dementia 5I 84.0 
050800 010 3 5.0 
Psychosis with mental deficiency. 2 3.0 
Depressive-obsessive ........... I 1.5 

D. DEMENTIA Pra&cox GROUPS 

No. Per cent 
eines 3 6.0 


the variety of symptoms and signs presented 
without any particularly leading factors. In 
progressively smaller numbers the remain- 
der of the group fell into the categories of 
simple, catatonic, and hebephrenic types. 
Thirty-four patients of our total group 
had convulsive disorders of undetermined 
origin and were classified as epilepsy. Two 


had only petit mal attacks, one had Jack- 
sonian seizures, and the remainder had grand 
mal convulsions. 

The reaction types were in most respects 
similar to those found in civilian life. In 
the psychoneurotic group, however, we were 
impressed by the large number of individuals 
with evidence of more or less ingrained con- 
stitutional inadequacy. They gave evidence 
of maladjustment characterized mainly by 
numerous and varied somatic complaints 
from childhood on. In addition they had 
exhibited poor application at school, an un- 
satisfactory employment record, and as a 
rule had a poor family and social back- 
ground. In _ these individuals definite 
psychogenic factors were frequently minimal 
or could not be elicited. The psychoneurotic 
reaction which they displayed in the army 
ditfered in few respects from their life-long 
behavior pattern. 

On the other hand we found that the ma- 
jority of inductees in whom we had made 
the diagnosis of a convulsive disorder (clas- 
sified as epilepsy) had performed their mili- 
tary duties quite satisfactorily. They were 
not infrequently characterized by their offi- 
cers as superior soldiers. With few excep- 
tions the patients minimized their seizures 
and expressed keen desire to remain in the 
service. This was in marked contrast to the 
psychoneurotic group in which there ap- 
peared to be more or less conscious reluctance 
to apply themselves to even simple military 
routine and a tendency to make the most 
of their symptoms. 

Table II indicates the duration of the ill- 
ness prior to induction into the army. 
Eighty-two and one-half per cent of our 
group presented symptoms for at least one 
year before induction; a little more than 
half of the 200 patients had prominent symp- 
toms for over 5 years. In only II per cent 
did the onset of the illness occur after induc- 
tion. When the duration of symptoms is 
considered separately for the three main 
groups the most striking difference is noted 
in the psychotics. The 22 patients who had 
no symptoms prior to service were psychotic 
with but one exception. The duration of 
symptoms was in general longer for the 
psychoneurotic group. 

The interval between the date of induction 
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and admission to the hospital is presented in 
Table III. Almost half (44.5 per cent) of 
our group of 200 casualties became disabled 
within the first month of military service, 


TABLE 


ONSET OF PROMINENT SYMPTOMS IN RELATION TO 
INDUCTION 


Se 
oo © 
a & Lee 
No symptoms at in- 
10.5 0.5 0.0 11.0 
Symptoms present 
before induction 
for: 
0.5 3.0 1.0 4.5 
6 to 12 months... 1.5 0.0 0.5 2.0 
2.5 5.0 0.5 8.0 
BAD 8.5 10.0 3.5 22.0 
& © 20 years..... 3.5 10.0 4.5 18.0 
Over 10 years.... 3.5 24.0 7.0 34.5 
DOME 30.5 52.5 17.0 100.0 


TABLE 


Time INTERVAL BETWEEN INDUCTION INTO ARMY 
AND ADMISSION TO HOSPITAL 


Per cent 


Weeks Per cent (cumulative) 

Months 
se 5.5 95.5 

Years 


75 per cent within 2 months, and 97 per cent 
within 6 months after they began army duty. 
These statistics must be related to the fact 
that the majority of the soldiers at Camp Lee 
remain here only 13 weeks. It is of interest, 
however, to note that reports of the last 
World War as well as current investigations 
reveal similar findings. This has been said 
to be due to change of environment, separa- 
tion from family, change in routine of liv- 
ing, inability to adjust to the regimentation 


| Sept. 


incident to army routine and similar factors. 
Undoubtedly this is true in a number of 
ially among the psychotic 
group. The preceding paragraph indicates, 
nevertheless, that we found a very large 
number of patients had had symptoms prior 
Many of these individuals did 
fairly well at home where their symptoms 


to induction. 
1ad been accepted for years, where they had 


ies, and where they had worked if and when 
they felt like it. 


been catered to and protected by their fami- 
1 


These individuals had diff- 
culty in adjusting themselves to army life. 
In the service their symptoms were aggra- 
vated and they soon became patients in the 
hospital. Military duty cannot be blamed for 
causing the reactions which disabled these 


soldiers ; it merely served to make them ap- 


parent. Many of these individuals showed 


very little desire to effect an improvement 
in their adjustment. In fact there was more 
reason for some to cling to or exaggerate 
their neurotic symptoms and to remain in 
he sheltered environment of the hospital 
than to improve and find themselves again 
facing the demands of military service. 

\lthough 8g per cent of our patients had 
symptoms of a psychiatric disorder before 
entry into the army, only one-fourth of them 
had sought the aid of a physician. A mere 
6 per cent had received previous psychiatric 
treatment. The majority evidently had ac- 
cepted their symptoms as inevitable or, as 
is more likely, had been satisfied with that 
outlet for their maladjustment. 

We found with reference to the educa- 
tional achievements of our group that about 
one-third did not reach the eighth grade, 
approximately three-fourths had less than a 
high school education, and one-tenth had 
attended college. The quality of the applica- 
tion to educational opportunities meant more 
in many cases than the total number of 
erades completed. For example, one of our 
psy chotic soldiers posse ssed a college degree, 
yet there had been a definite decline in his 
school work after the second year of high 
school, and he had required five years to 
finish his four-year college course. 

The work record of our patients has been 
arbitrarily divided into three groups. A man 
was considered to have a good work record 
if he had been regularly employed at not too 
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many different positions. A fair record 
meant moderate interruption in employment 
and several changes in positions without ac- 
tual advance. If an individual had changed 
jobs frequently, rarely worked in one place 
for more than a month or two, or was un- 
employed the greater part of the time, he 
was considered to have a poor work record. 
In our group the work records were rated 
as good—18.5 per cent; fair—25.5 per cent; 
poor—54 per cent. Two per cent were too 
young to have been employed very long. 

Chronic alcoholism was found only rarely 
in our patients. 

The family history was evaluated in the 
following manner: Those cases in which 
we obtained a history of a frank psychosis 
in a member of the immédiate family were 
graded three plus. The presence of a family 
history of neuroses and severe personality 
maladjustments such as chronic alcoholism 
or constitutional psychopathy but without 
psychoses in the more immediate family was 
indicated by two plus. One plus was used 
to designate those family histories which 
contained reactions similar to those men- 
tioned in the two plus group but to a lesser 
degree and in fewer individuals. In this man- 
ner we observed that 39.5 per cent of our 
group had heavily loaded family histories 
(19 per cent, three plus; 20.5 per cent two 
plus). Only 40 per cent could be qualified 
as “negative.” 

When we consider the large number of 
soldiers who had their training at Camp Lee 
during the period covered by this report, 
the number discharged for neuropsychiatric 
disability is not unusually high. Yet to the 
individual the interruption in his usual rou- 
tine life, the discouragement of being unable 
to meet the requirements of army service, 
the confinement and unavoidable sense of 
stigma of hospitalization on a psychiatric 
ward and subsequent discharge for disability 
are not without psychic trauma. This type 
of soldier is a burden to the army. He 
wastes valuable hours of training, he is an 
expense in equipment and pay, and occupies 
a hospital bed from 30 to 60 days. Hun- 
dreds of man-hours are spent on his care 
and disposition. 

It is needless to say that some of these 
casualties could not have been avoided. Our 
analysis, however, does reveal several simple 
but important factors which could have been 


utilized in preventing the induction of many 
of our patients. One cannot help but be im- 
pressed by the fact that in three-fourths of 
our group the symptoms had existed for at 
least one year (50 per cent of the entire 
group had symptoms for over 5 years) be- 
fore induction. In addition, the majority of 
patients had inadequate work records, a posi- 
tive family history, and many did poorly at 
school. These facts could have been readily 
obtained by social service agencies and pre- 
sented to the local and induction board 
physicians. 

We do not contend that the presence of 
any of these factors presupposes that a selec- 
tee will not be a fit subject for military ser- 
vice. But armed with these data, the induc- 
tion board psychiatrists would have an indi- 
cation of the individual’s potentialities and 
could devote more time and attention to 
certain selectees. We believe that such a pro- 
cedure would reduce the number of psychi- 
atric casualties admitted into the military 
service. 

SUMMARY 


1. We have reviewed 200 consecutive case 
histories of soldiers discharged from the 
army at Camp Lee, Virginia, because of 
neuropsychiatric disabilities. 

2. Of that group about one-half were 
psychoneurotic, a little less than a third psy- 
chotic, and about one-sixth epileptic. 

3. Eighty-three per cent presented promi- 
nent symptoms for at least one year before 
induction; a little more than half for over 
5 years. Of the 11 per cent in which the 
onset occurred after induction, all but one 
patient were psychotic. 

4. Almost half became disabled within the 
first month of military service, 75 per cent 
within two months, and 97 per cent within 
6 months after they began army duty. 

5. Only 18.5 per cent had good work 
records. 

6. Thirty-nine and five-tenths per cent had 
heavily loaded family histories. 

7. Military service, in itself, could not be 
said to be the cause of the disabilities in the 
majority of our cases. 

8. The majority of the psychiatric casual- 
ties we encountered could have been elimi- 
nated at the induction board if relatively 
simple social service data had been made 
available. 


THE SELF-INFLICTED INJURY 
A Case Report’ 
DAVID J. FLICKER, M.D. 


Captain, Medical Corps, Camp Blanding, Fla. 


Since the inception of conscript armies 
the self-inflicted wound has been a source 
of constant difficulties for military authori- 
ties. Almost every other military crime has 
its definite counterpart in civil life, but the 
crime of mayhem on the self is almost unique 
in enforced service. Mayhem in its usual 
interpretation in civil life is ‘the offense of 
disabling a person by injuring any of his 
members, also called maim’ (1). 

Mayhem is a violation, according to mili- 
tary authorities, of the 93d Article of War 
and is severely punished because it deprives 
the army of the service of a soldier. In mili- 
tary law the mayhem may be the act of 
the soldier upon himself. According to 
Bishop(2), it is “a hurt of any part of a 
man’s body whereby he is rendered less able 
in fighting either to defend himself or to 
annoy his adversary.” Clark(2) elaborates 
this by explaining that “it is mayhem to put 
out a man’s eye, to cut off his hand or his 
foot or finger, or even to knock out a front 
tooth, as these are members which he may 
use in fighting, but it is not mayhem if the 
ear or nose is cut off or a back tooth is 
knocked out as these injuries merely dis- 
figure him.” To constitute mayhem the in- 
jury must be wilfully and maliciously done 
but need not be premeditated. If the hurt 
is committed under circumstances which 
would excuse or justify homicide no offense 
is committed. “A person inflicting such a 
hurt upon himself is guilty of this offense 
and if another does it at his request both 
are so guilty’ (2). 

Many tales are related of injuries and 
disabilities inflicted either by the parents, 
friends or by the individuals themselves who 
are liable to compulsory military duty in 
various lands. Immigrants have told of 
Russian children in Czarist days who were 


1From the Station Hospital, Camp Blanding, 
Colonel Luther R. Poust, M. D., Camp Surgeon. 
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stealthily placed across the Roumanian bor- 
der and abandoned to avoid the universal 
draft. Many instances are related of blind- 
ing in one eye, breaking of an arm or leg, 
production of hernias, cutting off of fingers, 
or other wounds inflicted by the individuals 
themselves or by a relative or friend to avoid 
military service. “Instances wherein a man 
has chopped off fingers, or an entire hand, 
or a toe, or even an entire foot, has had all 
his teeth extracted, punctured his own ear 
drum, or blinded one eye with acid or caustic 
alkali, has produced a rectal, oral or nasal 
ulceration by chemical or mechanical agents, 
has slashed a tendon in his arm or leg, or 
even deliberately fractured a limb, are on 
record’ (3). 

Buinewitsch(4) in a recent article asserts 
that malingering and self-inflicted injuries 
are so common that he suspects laboratories 
and instructors are organized for the pur- 
pose of instruction of individuals who desire 
to avoid military service. He recites in- 
stances of folds of skin being raised and 
gunshot wounds made in the anterior and 
posterior aspect of the thorax to simulate a 
penetrating bullet wound. He tells of ulcera- 
tions caused by caustic substances, phleg- 
mons produced with oil of turpentine, ar- 
thritis produced by injection of irritating 
substances into the articular burse, artificial 
hernias produced by tearing the aponeuroses, 
inhalation of irritating vapors to produce 
bronchitis, insertion of an empty cloth bag 
into the rectum which is then filled with 
beans and given a sudden jerk to produce 
rectal prolapses. These are just a few of 
many detected self-inflicted injuries. 

During the First World War veritable 
epidemics of self-inflicted injuries occurred. 
Entire hospital wards were filled with men 
who had been shot in one finger or one toe. 
No one will ever know fully how many of 
these were self-inflicted injuries, although 
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medical officers then on duty believe the 
number would run into thousands(5, 6). 

The purposely caused physical defect is 
so common that the examining physicians 
for induction boards throughout this coun- 
try are warned to be on the alert for such 
defects. The following is an excerpt from 
an official bulletin(7) : 

Whenever it shall appear to an examining phy- 
sician that a registrant is suffering from self- 
inflicted or purposely caused physical defects which 
under the standards of physical examination . 
would render him disqualified for military service 
of any kind, a full statement of the facts and of 
the condition of the registrant and of the examin- 
ing physician’s recommendation will be prepared 
and submitted to the Director of Selective Service 
or other designated authority for a waiver of the 
physical defects, if recommended, so that the regis- 
trant may be compelled to render military service. 


It is interesting to note that this passage 
occurs between the section dealing with ner- 
vous and mental diseases and that entitled, 
“Notes of Malingering.” This suggests 
rather keen insight on the part of the Sur- 
geon General’s office since the self-inflicted 
injury is closely allied to these conditions 
and rightfully belongs between them. 

Malingering, according to Schilder(8), 
may be defined as “the conscious attempt to 
imitate symptoms to bring either economic 
or social gains to the individual.”” The may- 
hem syndrome may be considered as allied 
to the syndrome of malingering. There are 
differences, however. The aim in the self- 
inflicted injury and in malingering may be 
identical, but in self-inflicted mayhem there 
is no simulation or imitation. Here is a defi- 
nite production of disease, here is the crea- 
tion of the infirmity. 

According to Keschner(8), “Malingering 
may be defined as a wilful, deliberate or 
fraudulent imitation or exaggeration of ill- 
ness.” He cites instances of malingerers in 
civilian life simulating grand mal seizures 
and severely biting the cheek and tongue in 
order to produce bleeding from the mouth. 
This could be considered as self-inflicted 
injury for a conscious purpose. We can see, 
therefore, that self-inflicted injuries occur 
in civilian life for fortification of the pur- 
pose of the malingerer. 

Webster’s New International Diction- 
ary(g) gives the following very broad defini- 


tion of malingering: ‘“‘Malingering or malin- 
gery. The act of a soldier or sailor who 
feigns himself sick or who induces or pro- 
tracts an illness in order to avoid doing his 
duty ; hence, in general, one who shirks his 
duty by pretending illness or inability.” 

It is interesting to note that these indi- 
viduals carefully avoid inflicting such in- 
jury as to produce death. The self-wound 
cannot be considered a part of a “suicide 
drive.” It may be understood on the basis 
of the pleasure-pain principle as the accep- 
tance of pain now for the avoidance of 
greater pain later. 

It is my belief that most self-inflicted in- 
juries are performed by individuals of highly 
hysterical personality makeup. In the inflic- 
tion of the wound it is further probable that 
they produce in many cases psychically a 
virtual anethesia in the part. If there is pain 
it must be considered as a martyr-like suffer- 
ing for an inner cause, a self-designated 
cause to be sure. What formidable soldiers 
men with such fortitude would become if 
they could be persuaded to direct this reac- 
tion to the war cause. The psychopathology 
of such individuals, however, is but poorly 
understood. For the most part they have 
come under psychiatric observation only 
after the commission of the act. 

I had the opportunity of observing one 
such case for two weeks prior to his com- 
mission of a self-inflicted injury and for a 
number of weeks thereafter. This case is 
herewith reported. 


The patient, Dennis K., age 18, was admitted to 
the Station Hospital, Camp Blanding, Fla., May 
14, 1941. His admission diagnosis was “probable 
epilepsy.” Accordingly he was admitted to the 
neuropsychiatric wards.? His chief complaints were, 
“dizzy spells, pain over my head, and head aching 
ever since coming to camp.” He did not appear 
acutely ill, and he was observant and attentive. 
He gave his occupation as a “wood handler.” Fur- 
ther questioning revealed that he had never really 
had any occupation but had occasionally held odd 
jobs. 

His father was 61, with an arthritis of the spine; 
his mother, 51, had ulcers of the stomach, and he 
volunteered the information that one grandmother 
died of cancer of the head (brain?). The family 
history was otherwise negative. 

He stated that he had cut his left thumb with 
an axe last winter but that it was “all right” 

2 Neurology and psychiatry are one service in the 
Army organization. 
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now. He denied any previous head injuries or 
venereal disease. He said he had always had “‘spells” 
since the age of seven or eight years, which had 
their onset with a fit. He said he “chewed up halt 
a dozen clothes pins,” that his bowels had moved. 
He had frequent dizzy spells and fainting spells. 

Since coming to Florida, he said he had two fits, 
everything became blurred, and he had dizzy spells 
He had headaches for a duration of one month, 
with his head feeling “full as a bushel basket.” 
He stated that he vomited four or five times and 
that he had always had vomiting spells at home, 
that he had hardly any appetite and that he had 
had a fair appetite at home. But in the hospital 
he complained of no indigestion, no belching and 
his bowels were normal. He related in great detail 
that he saw black spots almost all the time on rais- 
ing his eyes. The other systems were negative ex- 
cept for a “prickly sensation of the right hand,” 
duration unknown, but “quite a while.” He said 
he had not told anyone about these “spells” and 
he had felt that the climate would help him. 

His physical examination, including a complete 
neurologic, blood serology, urine and spinal fluid, 
was negative in every respect. Eye consultation 
was negative. Hyperventilation was attempted 
without producing any semblance of a paroxysmal 
disorder. Careful observation of the patient under 
ward routine, which consisted of full privileges, 
rest and regular diet, revealed that he carried on 
in a perfectly normal manner; that he ate his meals 
at the regular time and as much as any patient on 
the ward, and that in no respect did he reveal any 
difficulty or any discomfort unless questioned by a 
nurse or physician. Since his behavior was at 
considerable variance with his complaints he was 
called in for a number of psychiatric interviews 
during which I gained the impression that the 
boy was of a very highly suggestible and hysterical 
makeup. 

When he made the statement, in an apologetic 
tone, that he thought it possible the “glare of the 
sun on the sand” had caused his difficulties, I 
immediately suggested as a form of psychotherapy 
that his eyes be bandaged for several days to protect 
them from the “glare.” At the time he made this 
statement he had already been in the hospital for 
two weeks and it was quite obvious that the head- 
ache of which he complained could not have been 
caused by sun glare or photophobia. His eyes were 
bandaged for a period of seventy-two hours. The 
patient was fed his meals and was led to the 
toilet. At the end of that time the bandage was 
removed from his eyes. He exclaimed immedi- 
ately how much better he felt and declared his 
immediate desire to return to duty. Three days 
later he was permitted to return to duty and the 
diagnosis placed on his chart was “nostalgia, se- 
vere.” This was done, though at that time I held a 
very definite impression that the soldier was ma- 
lingering. To so accuse him might have meant a 
court martial trial which would have necessitated 
my justification of this diagnosis to a court martial 
board of laymen (non-medical army officers). Be- 
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of the lack of evidence and the difficulty with 
which psychiatric impressions are conveyed, this 
would have been difficult if not impossible. More- 
er, I felt that the soldier might still be rehabili- 
tated and, therefore, even if it were possible to 
t him woul ive been gained by 

the a ] 
The patient w charged from the ward May 
28, 1941 at 10 A.M. On May 29 at 2 A.M. he was 
Imitted with tl llowing story \bout 11.20 
night (May 28) patient was walking along 
when he had a 


spell and fell to the ground. A passing train 


ran over his right index finger during that time. 

Patient got up unaided and returned to the hospital 

treatment. Be e of t eme avulsion of 

soft tissue the surgeon found it necessary to am- 
he right lex el 

I was informed by the surgeon of the patient’s ad- 

n and u 1 tl W dequate surgical 

ad | completed the case be transferred 

to the neuropsychiatric section. Further investi- 

t this t ealed that on discharge on 

previous day the patient had made the comment 


to a nurse, “I just know I'll be back in forty-eight 
hours.” Further, the nurses’ notes revealed that 


the patient, on reacting { her after the am- 

ti had asked what had been done to his 
hand. When told that his finger had been ampu- 
tated he asked, “Now do I get my C,D.D.?” (Cer- 
tificate of Disability for Di ree The patient’s 
company commander gave further evidence that in- 


dicated that the soldier had said while on the com- 


pany street that he intended to get a discharge. On 
this second admission,? in view of the more serious 
consequences involved (possible prosecution for self- 
inflicted wound), a more detailed study was made. 
Once again, with the exception of the wounded 
finger, a physical examination was negative. The 
history showed that the patient as a child had 
temper tantrums “in order to get my own way.” 


His schooling was uneventful other than several 
occasions of hookey. He did not do particularly 


well and quit school in t el grade in order 
to go to work. He stated that in school he had 
friends and got along with other people all right, 


although his expression of this fact revealed very 
little enthusiasm for any part of the situation or 
the friends. 

He joined the National Guard prior to its in- 
duction into the Army of the United States. In 
the army he has been unhappy. He feels his free- 
lom has been curtailed and he objects definitely 
to all army routine. 


Prior to his first entrance into the hospital he 
had been visited by a girl friend from near his 
home and he had planned to get a furlough to go 
home and marry this girl. He reported for sick 
call and was admitted to the ward. After his 
headache was “cured” he returned to duty. After 


8 On this admission the patient was worked up 
in consultation with Capt. M. Zeifert and Lt. R. E. 
Kinsey. 
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leaving the hospital he returned to his company 
and then proceeded to Starke where he executed 
the plan described below. 

On the ward he exhibited some emotional in- 
stability and there was some tenseness when he 
did not obtain his way. For the most part, how- 
ever, one got the impression of a flattening of the 
emotional curve and a rather fatalistic viewpoint. 
He was passively cooperative on the ward but 
volunteered to do nothing. In his association with 
the other patients he usually selected the saner 
and better behaved ones. He entered into the ward 
games and seemed contented. During his stay on 
the ward he was more interested in payments due 
on his motorcycle than in the punishment he would 
get for his transgression; but during the last week 
or two he did show more interest in his possible 
punishment. It took him about two months to real- 
ize that he had committed a crime of a serious 
nature in the eyes of the army. He had first ex- 
pected to be merely discharged from the army with- 
out any punishment but later realized that what 
he had done was wrong. 

Speech was given in a monotonous, low tone 
with very little change in facial expression and 
very little emotional play. It was relevant, co- 
herent and logical, with no circumstantiality or 
distractibility. There was an emotional flatten- 
ing approaching apathy. He denied that he was 
depressed or that he was unduly happy and ad- 
mitted that he was worried over the punishment 
that he might get. He denied any suicidal thoughts. 
There was no disharmony of affect. The patient 
denied delusions, hallucinations, paranoid ideas or 
other abnormal thought content, nor did his be- 
havior indicate at any time that any of these were 
present. He felt that everyone had treated him 
well, that he had been given a square deal except 
that he should have been given a furlough, although 
he did not ask for one, in order that he might go 
home and visit his people. It did not seem par- 
ticularly odd to him that the army doesn’t give 
furloughs except when they are requested or for 
particular occasions. 

Intelligence was average; according to the Kent 
E-G-Y-test the patient showed a mental age of 13. 
His insight was considered fair and his judgment 
somewhat impaired. 

Following is an abstract from the confession of 
the patient in a final interview. 

“I didn’t know for sure they were going to give 
me a furlough, so I thought I’d go down to Starke 
that night. I thought I could get home by getting 
my finger hurt so I went down by the railroad 
track. When the train was coming there was an 
empty car coming along on the train and I stuck 
my finger under it and when the wheel hit it I 
yanked it back. (Did it hurt you a lot?) No. I 
went and got a taxi to come to the hospital. (Did 
you think you would get a C.D.D.?) No. (A fur- 
lough?) Yes. (How did you plan to keep from 
hurting the bone and joint of the finger?) I didn’t 
want to hurt the bone and joint. I just wanted 
to mash my finger so I could get a furlough to go 
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home. (Why did you want to get a furlough?) 


To visit my father who was sick. (How long 
did you plan on this?) I didn’t plan on it no time 
at all, probably a week. 

(When you left the hospital, did you say to the 
nurse, “I'll be back in forty-eight hours”?) Yes, 
I said I will probably be back in two or three days. 
(What did you mean when you said that?) I don’t 
know what in the devil I meant. (Were you aware 
of the fact that it is a crime to do that sort of 
thing?) Yes, sir. (Had you discussed with any- 
one what the penalty was for trying to get out 
of the army?) No, sir. I didn’t want to get out 
of the army. (Are you aware that what you are 
saying now may be used against you, and you say 
this was your own plan? Is anyone compelling 
you to do this?) No, sir. (What is your object 
in telling the truth now?) I might as well tell the 
truth first as last. (Why did you lie previously ?) 
I don’t know why I did. (Have you ever done 
anything like this before?) No, I haven't. 

(Have you ever been hurt before?) Yes, sir. I 
cut my thumb myself splitting wood. (Did you do 
that on purpose or was it accidental?) Yes, it was 
accidental. (And you say you put your finger out 
letting the train hit it?) Yes, sir. (What did you 
do after the train hit your finger?) I took my 
neck tie and put it around my wrist. (What did 
you do that for?) So that it wouldn’t bleed. (How 
did you know that putting a neck tie around it 
would keep it from bleeding?) My brother got 
shot in the leg once and lost his leg. (How did 
you know about the neck tie?) He told me that 
if I ever got cut like that I wanted to cord it like 
that to stop it from bleeding. (Did you want to 
kill yourself at the time this happened?) No. 
(Did you ask anyone for a furlough that day, and 
if not, what was the purpose of injuring yourself?) 
Some of the boys were at the company and they 
told me I wasn’t going to get a furlough. (Did 
you ask the officer in the hospital for a leave to go 
home?) No, sir. (Then the reason you did that 
was just to get a furlough?) Yes, sir. I don’t 
want to get out of the army. 

(When you were coming out from the ether, 
you said, “Now will I get my C.D.D.?” How do 
you account for that?) I don’t know. (What was 
in your mind?) What was in my mind, you say. 
I don’t know what in the devil was in my mind. 
(Were you in your right mind?) No, I don’t be- 
lieve I was. (Who told you to say that?) I don’t 
know as anyone did. (You knew what you were 
doing when you went down to the railroad track 
and you had planned for a week how you were 
going to do this?) Yes, sir. (You got a letter 
from home?) I think I got one or two. (Did you 
talk to the doctor during that week?) I think so. 
(What ward were you on?) C-4. (Did the pa- 
tients on C-4 know what they were doing?) Yes, 
sir. (And you knew what you were doing?) Yes, 
sir. (And you knew what you were doing when 
you went to Starke?) Yes, sir. (Everything in 
your mind was perfectly clear?) Yes, sir. (Were 
you confused at any time when you were planning 
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this thing carefully and carrying it out carefully?) 
No, sir. (You planned to the extent that you were 
going to have only the soft tissue of your finger 
cut off?) Yes, sir. 

(You wanted this accident only for the purpose 
of getting back into the hospital?) No, I didn't. 
(What was the reason for wanting the accident? ) 
I wanted to go home for a few days. (How did 
you expect to go home with an injury like that?) 
I didn’t know but they might let me go home just 
as soon as it healed up. (But you hadn't asked 
anyone in authority for a furlough?) No, sir. (And 
you really didn’t know whether you would get one 
or not when you asked?) I didn’t think I would 
after the boys told me I wouldn't. 

(The story you told about having a spell and 
fainting by the railroad track was a lie?) Yes, sir. 
(And the story you told about going to visit your 
girl was a lie?) Most of it was. (Are you tell- 
ing the whole truth this time?) Yes, sir, every bit 
of it. (Were the headaches you complained of 
due to the light or were they real headaches? ) 
Yes, sir. The bandage helped that. (Did you com- 
plain of some symptoms the first time you were 
here that were not true?) No, sir. (You got in 
the hospital the first time to get a furlough, didn’t 
you?) I did one way and another way I didn’t. 
(Which way did you and which way didn’t you?) 
I came in to get my headaches cured, and the other 
way I came in and I didn’t know but what I might 
get a furlough. 

(How long has your father been sick?) About 
a week and a half. (A week and a half before 
the accident happened?) No, sir. (How long be- 
fore?) I got a letter when I was in C-4 and they 
told me he was sick then. (So you wanted a fur- 
lough the first time you came into the hospital but 
not because your father was sick?) No, sir. (What 
was the reason that time?) Because my sister 
wrote me to come home. (What for?) I don’t 
know. She just said she wanted to see me. That’s 
all. She said she was homesick. She said my mother 
was homesick, too. (Now which symptoms did you 
complain of the first time that were not true?) 
I didn’t complain of one. (But you admit that 
you came in hoping to get a furlough?) Yes, sir. 
(Then if you didn’t want a furlough you would 
have stayed out of the hospital?) No, I wouldn't 
have. I would have come in just the same to see 
if I could get my headaches cured. (Were they 
cured the day you left?) Yes, sir. (Then your 
mind was perfectly clear that day and you had no 
headache or anything else to interfere with the 
way you were thinking?) No, sir. (Why did you 
lie the other two times?) I thought maybe I might 
get out easier. (You lied to escape punishment?) 
Yes, sir. 

(Do you know that you have committed a crime? ) 
Yes, sir. (Do you think you should be punished? ) 
I hadn’t ought to have done such a thing. (Is there 
anything else you want to say for this record that 
you think might help you?) No, sir.” 


The patient was remanded to duty July 30, 1941, 
with the diagnosis of “no psychosis,” and the fol- 


| Sept. 


lowing statement “Self-inflicted wound. Patient 
understands the nature and quality of his act and 
he preparation of his 
defense if charges are preferred against him. He 
was sane on May 28 at about 11.30 P.M. when he 


did the act and is sane at the present time.” 


is Capable assisting in ft 


SUMMARY 


\ccording to Karpman(1o), “The ma- 
terial for malingering must come from the 
unconscious reservoir of the individual. 

It is a rather frequent observation 
that malingerers often press into service a 
minor experience for the purpose of gain- 
ing desired ends.” It is a reasonable assump- 
tion, I believe, to state that the accidental 
axe cut last year determined the form and 


However, | do not 


agree with Hulett(3) 
It is indeed devastating to recog- 


who says, 
nize as we must that all men are not pos- 
sessed of manhood and that the yellow streak 
down the backs of some of our fellows is 
invisible to the unaided human eye,” since 
I believe more frequently than not that the 
sufferer of the self-inflicted wound is neither 
a moral nor a physical coward. He may not 
agree with what is the accepted community 
goal. He does show determination and 
stamina in attaining his personal desire. 

We have here a man who after a milder 
form of malingering had failed attempted 
to produce the desired end by a self-inflicted 
wound. It is my impression that the man 
with the self-inflicted wound is a malingerer 
of the severest type. This act was not a sui- 
cidal gesture nor was it performed to obtain 
sympathy or compensation, but rather merely 
to obtain release from what was to him an 
uncomfortable and intolerable environmental 
situation. 

I believe that henceforth the definition of 
malingering with reference to the armed 
forces should stress the intentional produc- 
tion of disease in addition to exaggeration 
and simulation. 
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BRAIN INJURY, DRUGS, AND ENVIRONMENT AS CAUSES OF 
MENTAL DECAY IN EPILEPSY ° 
WILLIAM G. LENNOX, M.D., Boston 


Five causes for the mental deterioration 
which is often encountered in epilepsy were 
named in a previous contribution: heredity, 
brain injury which antedated the onset of 
seizures, medication, psychological handi- 
caps, and, finally, epilepsy itself. The fre- 
quency of deterioration and the influence 
of heredity were considered in the previous 
paper(1). The present communication deals 
with the second, third and fourth causes. 

The data presented here were derived 
from the histories of approximately 1900 
patients seen in clinics or in private practice. 
These histories were obtained through the 
coOperation of 78 members of the American 
Neurological Association and of the Asso- 
ciation for Research in Nervous and Mental 
Diseases, whose names appeared in a pre- 
vious article(2). An additional 300 records 
of children were secured through the co- 
operation of Dr. L. E. Himler of the Ann 
Arbor Hospital. 


Tue ROLE oF Brain INJURY 


Brain injuries of many sorts, resulting 
from infections, tumors or degenerative 
diseases, frequently impair the mentality of 
the person injured. If the person also has 
seizures, it may be difficult to decide whether 
the mental deterioration is the result of the 
original injury, of the epilepsy or of both. 
Certain deductions can be drawn from a 
comparison of the deterioration experienced 
by patients who have and who do not have 
a history of brain injury which antedated 
the onset of seizures. 

The history and examination blanks which 


1 Portion of a paper read at the ninety-seventh 
annual meeting of The American Psychiatric Asso- 
ciation, Section on Convulsive Disorders, Richmond, 
Virginia, May 5-9, 1941. 

From the Department of Neurology, Harvard 
Medical School, and the Neurological Unit, Boston 
City Hospital, Boston, Mass. This is No. 38 in a 
series entitled “Studies in Epilepsy.” Aid was re- 
ceived from the Rockefeller Foundation, the Asso- 
ciation for Research in Nervous and Mental Dis- 
eases, and W. P. A. Project No. 17579 
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had been filled out for each patient were 
separated into two groups, representing pa- 
tients with “symptomatic” and with “essen- 
tial” epilepsy. Such a separation is subject 
to various errors. The mental deficiency of 
an infant whose delivery was accomplished 
with difficulty might be attributed to an 
injury of the brain, whereas the infant may 
have had a hereditary mental defect. In 
another patient brain pathology might be 
present but unsuspected. In the present clas- 
sification the epilepsy was called symptomatic 
only if the history or the neurologic exami- 
nations indicated that an organic brain lesion 
After 
setting aside the blanks (5 per cent of the 
total) which did not indicate the mental 
state of the patient, 1905 remained, of which 
449 were assigned to the “symptomatic” and 
1456 to the “essential” groups. The examin- 
ing neurologist’s opinion of the mental state 
of patients in these two groups is indicated 
in Fig. 1. The symptomatic epileptics are 
distinctly the worse off, only 54 per cent 
of these being mentally normal, compared 
essential group. 
There is also a disparity in the degrees of 
deterioration. Patients who were only mildly 
deteriorated formed a smaller proportion of 
the symptomatic than of the essential group 
(20 per cent against 23 per cent). The more 
severe the mental impairment, the larger the 
proportion of patients who had had a pre- 
Among patients who 
were definitely deteriorated, symptomatic 
patients outnumbered essential patients 2.3 
to I, and among those profoundly deterio- 
rated the ratio was 5 to I. 


had antedated the first convulsion. 


with 67 per cent of the 


ceding brain injury. 


Many children mentally defective from 
birth were placed in the symptomatic group 
because of a history of difficult or instru- 
mental birth. Whether congenital brain de- 
fect or birth injury existed in these cases is 
problematical. In some instances the mental 
defect was probably not acquired but heredi- 
tary. In order to diminish the factor of in- 
heritance, those patients who were mentally 
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abnormal at birth were eliminated. Sixteen 
hundred sixty patients remained, 348 of 
them symptomatic and 1312 essential. The 
ditference between the two groups was now 
lessened ; the obviously deteriorated formed 
6 and 12 per cent of the essential and symp- 
tomatic groups respectively. The proportion 
of these slightly subnormal was the same for 
the two groups, 17 per cent. The mentally 


THE PRESENT MENTALITY OF 1905 


PATIENTS 
SYMPTOMATIC ESSENTIAL 
1456 
ABOVE NORMAL —7 2% 
NORMAL 53% 65% 
SLIGHTLY SUBNORMAL— 
\ 
23% 
DETERIORATED 
DEFINITELY ——— » 
9% 
MARKEDLY 
+, 


Fic. 1.—The present mentality of 449 sympto- 
matic and 1456 essential patients. In these two 
groups, the respective proportion of patients is as 
follows: Above normal, 1 and 2 per cent; normal, 
53 and 65 per cent; slightly subnormal, 20 and 23 
per cent; definitely deteriorated 21 and 9 per cent; 
markedly deteriovrated, 5 and 1 per cent. 
normal made up 77 per cent of the essential 
and 71 per cent of the symptomatic groups. 
As would be expected, these tabulations indi- 
cate that brain injury is a cause of mental 
deterioration, although a more prominent 
cause if it occurs before or at the time of 
birth and if the deterioration is severe. 

Important evidence is furnished also by 
identical twins, only one of which has sei- 
zures, with or without brain trauma. This 
evidence will be discussed in the third paper 
of this series. 


INFLUENCE OF THE AGE AT ONSET 


The poorer mentality of these symptomatic 
patients can be explained in part by the fact 
that their seizures began at an earlier age 
when both the intellect and convulsions are 
most easily influenced. Fifty-three per cent 
of the symptomatic but only 38 per cent of 
the essential group had their first seizure 
before the age of ten years. Tabulation of 
the mentality of the 1660 patients who were 
mentally normal at birth with reference to 
their age at the time of the first seizure dis- 
closed the following: The proportion of pa- 
tients who were slightly subnormal was 
much the same whether patients were 
symptomatic or essential and whether epi- 
lepsy began early or late (lower portion of 
Fig. 2). On the other hand, of patients who 
were seriously deteriorated a dispropor- 
tionate number began to have seizures early 
(upper portion of Fig. 2). This statement 
is true for both symptomatic and essential 
groups. At all ages, the deteriorated formed 
a larger proportion of the symptomatic than 
of the essential group. A steady reduction 
ini the proportion of deteriorated individuals 
with later onset of seizures was more distinct 
in the essential than in the symptomatic 
group. Among essential epileptics deteriora- 
tion was 7 times more common if seizures 
began during the first year than if they began 
after thirty years. Among symptomatic epi- 
leptics this ratio was only two to one. If 
epilepsy began during the child’s first year, 
23.1 per cent of the symptomatic and 17.6 
per cent of the essential patients were de- 
teriorated, a ratio of 1.3 to 1. If epilepsy 
began after the age of 30, 10.5 per cent of 
the symptomatic and 2.4 per cent of the 
essential patients were deteriorated, a ratio 
of 4.4 to I. Percentages are shown in 
Table I. Isolated infantile convulsions, when 
present, were counted as marking the onset 
of epilepsy. 


INFLUENCE OF THE DURATION OF EPILEPSY 


The question needs to be asked whether 
the poorer mentality of brain injured pa- 
tients might be due to a longer experience 
of seizures, to more of them, or to a greater 
proportion of the types of seizures which 
are especially hard on the intellect. Separate 
tabulations disclosed that although the aver- 
age patient with symptomatic seizures had 
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MENTALITY OF PATIENTS NORMAL AT 
BIRTH WITH REFERENCE TO BRAIN 
INJURY AND TO AGE AT ONSET 


MENTALLY DETERIORATED 


Essentiac 
SYMPTOMATIC 
a 
> 
< 
2 
5 
20F 
WwW 
< 
~ 
z 
w 
a 


YEARS O-! 2-9 10-29 


AGE AT FIRST SEIZURES 
(INCLUDING INFANTILE CONVULSION) 


30 + 


Fic. 2—Mentality of patients mentally normal at 
birth with reference to the patients’ age at the 
time of the first seizure. An isolated infantile con- 
vulsion, if any occurred, is counted as the first at- 
tack. The ordinate represents percentage of either 
symptomatic patients (dotted columns) or essential 
patients (solid columns). Abscissa represents four 
age periods. The lower half of the chart refers to 
patients who are slightly subnormal, the upper half 
to those definitely or markedly deteriorated. Data 
are contained in Table I. 
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experienced a greater frequency of seizures, 
both the duration of his epilepsy and the 
total number of seizures had been less than 
in the essential epileptic. Forty-five per cent 
of symptomatic patients had had recurrent 
attacks for less than against 
for the essential group. Con- 

versely, II per cent of the symptomatic 
group had had seizures for more than fifteen 


three years, 


37 per cent 


years, against 19 per cent for the essential 
croup. The total seizures ex- 


g number of 
perienced by the symptomatic group, per 


patient reporting that type of seizure, was: 
grand mal, 521; 


seizures, 93. 


petit mal, 3017; and psychic 
The corresponding numbers 
in the essential group were 675, 4336, and 
1644. Therefore the relatively poor men- 
tality of symptomatic patients occurred in 
spite of their having relatively few seizures 
of all types. 

The mental impairment of 
1899 patients with the passage of years is 
shown in Table II and in Fig. 3. This tabu- 
lation includes those defective at birth and 
it disregards isol 


progress of 


lated infantile convulsions. 
prominent in the 
symptomatic group in all periods. However, 
the difference is more pronounced in the 
incipient stages. In the first year of the 
disease, 20.9 per cent of the symptomatic 
group are deteriorated, against 3.6 per cent 
in the essential group, a ratio of 5.8 to I. 


Deterioration is more 


After the disease has endured 
longer, 28.5 per 


I5 years or 
cent of the symptomatic 
group are deteriorated, against 15.2 per cent 
of the essential, a ratio of 1.8 to 1. In the 
symptomatic group the brain injury had im- 
paired mentality even before seizures began 
and the advent of seizures did not hasten 
deterioration as much as in the essential 


group. However, the reduction in the per- 


TABLE I 


PERCENTAGE OF ESSENTIAL AND SYMPTOMATIC PATIENTS MENTALLY IMPAIRED, WITH REFERENCE TO 
AGE AT First SEIZURE 


(Those mentally defective at birth excluded ; isolated infantile convulsion counted as onset) 


Essential Symptomatic 
Percentage Percentage 
Years of age Total Slightly Deterio Total Slightly Deterio- 
at onset patients subnormal rated patients subnormal rated 
DoE wcccccccccnscccseccce 159 17.4 17.0 05 20.0 23.1 
645 18.3 5.0 99 17.1 10.1 
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TABLE II 


PERCENTAGE OF ESSENTIAL AND SYMPTOMATIC PATIENTS MENTALLY IMPAIRED, WITH REFERENCE TO 


DURATION OF EPILEPSY 
(Those mentally defective at birth included; isolated infantile convulsion disregarded) 


Essential Symptomatic 
A A. 


Percentage Percentage 
Markedly Markedly 
Duration Total Slightly Deterio- deterio- Total Slightly Deterio- deterio- 
in years patients subnormal rated rated patients subnormal rated rated 
165 15.7 3.6 53 17.0 19.0 1.9 
384 16.8 4.1 5.2 146 16.4 21.9 2.7 
271 24.0 8.5 1.4 78 15.3 15.3 5.1 
358 28.7 13.1 0.5 120 19.1 22.5 9.2 
ie eae 275 28.0 14.5 0.7 49 40.8 24.4 4.1 
MENTALITY OF ESSENTIAL AND SYMPTOMATIC PATIENTS WITH REFERENCE £7 
TO THE DURATION OF THEIR EPILEPSY & 
MENTALLY 
ESSENTIAL SYMPTOMATIC 
‘ 
SLIGHTLY 
> 
= 
« 
z S = = 
S S S 
S S S S 
B S 6B N 
10 — = = = S ‘ S 
S S MARKEDLY 
O-! 1-3 4-6 7-14 15+ 1-3 7-14 
DURATION OF EPILEPSY IN YEARS 


Fic. 3.—Mentality of patients with reference to the number of years which epilepsy has lasted in es- 
sential patients (lefthand portion) and in symptomatic patients (righthand portion). Ordinate represents 
percentages and abscissas various periods of years. Solid columns represent markedly deteriorated, hatched 
columns definitely deteriorated, and dotted columns slightly subnormal patients. Data are contained in 


Table II. 
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centage of severely deteriorated patients in 
the later years may be partly artificial. 
Death, commitment to an institution, or fail- 
ure to secure relief from treatment may have 
kept badly affected patients from the neurol- 
ogist’s office, and these factors may have 
operated more strongly in the brain injured 
group. 


EFFECT OF MEDICATION ON MENTALITY 


Bromides and phenobarbital are hypnotics, 
and if taken in large enough doses will slow 
the mentality of both normal persons and 
patients. Logically the hypnotic effects 
should be more quickly observed in those 
patients who are on the edge of deteriora- 
tion. Certainly many physicians in attempt- 
ing to extinguish seizures only succeed in 
drowning the finer intellectual processes of 
their patients. The worst offenders are the 
patent medicine concerns who prescribe 
maximum doses of sedative drugs with- 
out personal observation of the results. 
Strangely enough, properly controlled obser- 
vations of the side effects of drug therapy 
seem to be lacking. Institutional patients 
make poor subjects for such studies because 
of their defective state. Ziskind(3) ob- 
served that moderate phenobarbital medica- 
tion for a year or longer did not result in 
lowering of the intelligence quotients of a 
group of clinic patients. Pollock(4) found 
little or no deterioration among the private 
patients who continued bromide treatment 
with him, but these and other studies which 
might be listed take no account of the fact 
that patients who continue their patronage 
year after year are a selected group. A 
proper appraisal of the effect of sedation 
would require observation of the intellectual 
ability of a group of patients taking various 
drugs over a period of time. The mental 
state of those who dropped out, as well as 
those who continued under observation, 
would need to be known. In the present 
inquiry this condition was not met, and the 
results are not of absolute value, but permit 
comparison of various drugs. Those who 
filled out the forms used in the present study 
were asked what drugs had been used, and 
whether the effect on seizures and on men- 
tality had been good, indifferent or bad. 
Because experience was too short in some 
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cases, and too long and variable in others, 
ipletely filled. 


any forms were incom] 
Of 1245 patients reporting, 29 per cent 
had used bromides, 81 per cent phenobar- 


bital The 


inquiry phenytoin 


and 12 per cent patent drugs. 
antedated the use of 
sodium. 

The following tabulation (Table III) and 
Fig. 4 give the apparent effects of medica- 
tion on seizures and on mentality. Pheno- 
barbital, bromides and patent medicines had 

beneficial effect in the order named. Pro- 
prietary prescriptions are composed of bro- 
mides or phenobarbital, so that either the 
method of administration or the selection of 
cases accounts for the poor Patients 
whose printed testimonials attest miraculous 
aid from patent drugs would not appear in 


| 


results. 


the offices of the neurologists cooperating 
in this study. Of patients taking pheno- 
barbital, the seizures of 65 per cent and 
cent were improved 
The corresponding figures for 
53 and 26 per cent, and for 

patent drugs 40 and 13 per cent. Presum- 
beneficial effect of these 

drugs to the patients’ mentality was indirect, 
result seizures. 
Improvement of mentality lagged far behind 


improvement of sei ‘he intelligent 


the mentality of 30 per 
(Table III). 

bromides were 
ably the apparent 
diminution of 


of the 


seizures. | 


and individualistic use of anticonvulsant 
drugs should not, and probably does not, 
impair the patient’s mind. The occasional 


susceptible patient may suffer, either in the 
direction of increased slowness or of active 

Sedative drugs when taken to the 
| drowsiness cause the brain waves 
to become large and slow, and bradyrhythmia 
is a characteristic of the electroencephalo- 
graphic records of epileptic patients who are 
seriously deteriorated or who are subject to 
psychic seizures. Careful study of the effect 
of anticonvulsant drugs on the electrical ac- 
tivity of the brain, and on the intellectual 
processes of normal and epileptic persons, 
is long overdue. 


psychosis. 


oint of 


The newer drug dilantin sodium (pheny- 
toin sodium) has little hypnotic action and 
has not as yet been accused of contributing 
to deterioration. Nevertheless, a rare patient 
will complain that the medicine makes him 
drowsy or excited. More often than with 
bromide or phenobarbital, the patient ex- 
periences a distinct improvement of his mind 
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and 193 30.3 67 25.6 13 13.6 
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Fic. 4.—The effect of various drugs on the mentality and the seizures of patients. The abscissa repre- 
: sents percentage. Patients apparently improved under therapy are represented by hatched columns, those not 
buting affected by dotted columns, and those made worse by solid columns. Data are contained in Table III. 
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and memory. Whether this improvement is 
due to a direct stimulative action on the brain 
or is the indirect result of relief from sei- 
zures is undetermined. 


TuHeE EFFrect or PSYCHOLOGICAL FACTORS 


Many writers believe that epileptic de- 
terioration may be simulated or accelerated 
by the patient’s social and intellectual ostra- 
cism. Fear of exposure, feelings of in- 
feriority, insulation from stimulating con- 
tacts and normal educational advantages, 
discouragement, hopelessness—such states of 
mind continued year after year can lead to 
a contraction of interests and mental slow- 
ness. Whether segregation of a person with 
intact mentality in an epileptic colony where 
nine-tenths of the patients are deteriorated 
will prove harmful, requires study. Probably 
environmental social-psychological influences 
only augment one or more of the four other 
factors dealt with in this study. Depression 
of mentality due to psychological causes is 
reversible. 

Of the three causes of mental defect dealt 
with in this paper, brain pathology is by far 
the most important. From the point of view 
of therapeutics, however, pathology is 
usually the least important. Brain damage 
can seldom be repaired, whereas overmedica- 
tion can be stopped and psychological hin- 
drances can be removed. 


SUMMARY 


This is the second of a series of three 
papers dealing with mental deterioration in 
epilepsy. Comparison was made of the men- 
tal state of 449 “symptomatic” and 1456 
“essential” epileptics. Twenty-six per cent 
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re often present before 


mentality improved while 


ant drugs numbered for 


cent, for bromides 26 


cent, and for patent medicines 13 per 
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respectively, in 65, 53 and 40 per cent ot 


itients reporting the use of these drugs. 
[The psychological causes of pseudode- 
ioration are 1 rt could not be 
luated in this study 
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SOME ADMINISTRATIVE ASPECTS OF SUICIDE IN THE MENTAL 
HOSPITAL’ 


LOUIS S. LIPSCHUTZ, M.D. 
Eloise Hospital, Eloise, Mich. 


INTRODUCTION 


Death by suicide is a regular and not in- 
frequent occurrence in mental hospitals. 
The Massachusetts State Hospital Sys- 
tem(1I) averaged 18 deaths per year from 
this cause during the past decade, and in 
the New York State Hospital System(2), 
the average annual rate for the same period 
was 25. At the Eloise Hospital during the 
years 1929 through 1941, 18 patients died 
by suicide. 

Although the literature on suicide is vast, 
studies dealing with its occurrence in insti- 
tutions are relatively few. Benham(3) in 
1903 considered the problem of 201 suicides 
which occurred in public asylums in England 
and Wales during the years 1890 to 1902. 
He suggested that all suicidal and homicidal 
patients sleep under observation, and that 
for the first three nights newly admitted pa- 
tients sleep in blankets only. He further 
recommended the concentration of all suici- 
dal patients in two or three wards. As an 
example of the extent of precautions taken, 
the following notation may be of interest: 
“No patient is allowed to leave the dormi- 
tory to go to the lavatory, and night com- 
modes are provided and are dealt with by 
the night watch when necessary at the hourly 
visit. This I consider a highly necessary 
precaution.” He also suggested that the 
vigilance of the night attendants be tested 
by a system of electric clocks pegged every 
quarter of an hour. Unfortunately Dr. Ben- 
ham failed to describe the criteria indicating 
the need for suicidal observation, and this 
omission is perhaps characteristic of the de- 
scriptive level of clinical psychiatry at that 
time, 

In 1930 Whitmire(4) discussed 21 cases 
of attempted suicide in hospitals of the Vet- 
erans’ Facility. He concluded that more at- 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1942. 


tention should be paid to the przcox group 
of potential suicides, that patients who have 
made more than one suicidal attempt should 
never, so long as they remain psychotic, be 
relieved of special suicide supervision, and 
he emphasized the fact that 16 of the 21 
patients gave some warning before the sui- 
cidal attempt, by word or action. 

Fairbank(5) in 1932 analyzed 100 cases 
of suicidal attempts. She found that most 
suicides occur in patients who are depressed, 
but are also frequent in schizophrenic and 
paranoid patients. She found a rigid per- 
sonality present in one-third of her cases 
and felt that disappointment over some situ- 
ation which seems unmodifiable to the rigid 
individual is perhaps the most common mo- 
tive in suicide. She considered as important 
expressions of hopelessness, wishing to die, 
fear of “going crazy,” and guilt feelings. 
She emphasized the importance of previous 
suicidal attempts, and also the need for at- 
tention to the events a patient feared as indi- 
cating a desire for protection from suicide. 

In 1933 Jamieson and Wall(6) analyzed 
14 cases of suicide at the Bloomingdale Hos- 
pital occurring during the years 1912 through 
1932. To these they added Io cases of pa- 
tients who committed suicide after leaving 
the hospital. In their discussion they empha- 
sized the importance of the hypochondriacal 
trend and sense of guilt, and stated that 
every case showed definite evidence of sui- 
cidal tendencies, 50 per cent having made 
one or more half-hearted or serious attempts. 
To decrease suicide in the mental hospital, 
they emphasized the importance of knowing 
the patient, getting the patient’s trend, not 
neglecting previous suicidal attempts, know- 
ing significant precipitating factors, and the 
need for special vigilance during the hours 
of 5:00 to 7:00 a. m. 

Prudhomme(7) in 1941 determined by 
questionnaire that the suicide rate for epi- 
leptics in institutions was 45.6 per 100,000, 
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or approximately five times the 9.7 
100,000 in the general population(8). 

The undiminished incidence of death by 
suicide in mental hospitals during the past 
decade indicates the need for further studies 
of this type. It is hoped that the following 
analysis will again direct attention to this 
important subject. 


per 


DISCUSSION 


Despite the small series of cases, certain 
generalizations appear warranted by this 
analysis. The annual incidence of suicide is 
entirely variable and cannot be correlated 
with the admission rate, death rate or hospi- 
tal population level (Table I). 

The ratio of 7 female to 11 male patients 
is greater than the generally accepted figure 
of one female to three male suicides, and is 
probably a statistical artifact produced by 
this particular period of years. 

The seasonal incident (Table II) with low 
point in October-November, rising through 
December to a peak in January-February- 
March, and then descending through April- 
May-June-July-August-September, is in 
keeping with the trend plotted for the general 
population. This indicates that the patient 
population of a mental hospital may be sub 
ject to the same influences, and may react 
similarly, as those who resort to suicide in 
the general population. 

Mills(g) believes that a definite correla 
tion exists between suicide and barometric 
pressure, and explains the seasonal incidence 
by the greater prevalence of storms during 
the winter and early spring. He states, 
“Everyone is aware of the marked changes 
in mental state that come with these storms. 
With a center of low pressure approach- 
ing—the pressure falling and the tempera- 
ture rising—we are all afflicted with a feel- 
ing of futility, and unable to reach the usual 


mental efficiency to accomplish difficult 
tasks. . . This all has a definite bearing 


on the question of suicides and homicides, 
for with the former, it is a depressed mental 
state that is responsible, a feeling of utter 
futility in life, while in the latter, the causa- 
tive factor is an uncontrollable irritation. 
.. . . Weather is a factor of major impor- 
tance in the question of mental instability, 
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of all weather factors, falling baro- 
( press 1S dis irbing.’ 
Dexter(10) described a similar relation- 
etween d barometric pressure 
New York City and Denver. In school 
prison ] ila o, he found be- 
rer influenced by pressure levels. 
fraction of behavior rules were most fre- 
ent on low pressure days and progressively 
leclined at higher pressure levels. 
\"\ ut minimizing the importance of 
findings, it may be well to emphasize 
11 1 the ward and 
ecre il activities during 
winte earl) g¢ may well be an 
d fact ributing to an increase of 
suicide during this period. 
\t first glance, Table III would indicate 
hat the peak period for suicide in the mental 
hospital definitely falls in the early morn- 
ng hours, and this is literally true if the 
ljective “‘successful” be added. If unsuc- 
cessful suicidal empts included, a con- 


siderably greater scattering over the entire 


24-hour period results. The smaller number 
F nurese F on duty, greater dif- 
culties in maintaining close observation, and 


ilance during the early 


ning | iy be responsible for the 
reater number ot completed suicides at this 
ime. Other factors operative during this 
1 common to civilian as well as hospital 

ides are: insomnia, solitude and increased 
portunities fe umina brooding and 


het introspective activities 
] 


Che relationship of suicide (Table IV) to 


ration of hospital residence is not entirely 
clear. T] ange is 2 days to 12 years. How- 
ever. only 2 cases of suicide occurred after 


hospital 


and 13 of 
the 18 cases terminated by suicide within a 


lane 
resiaence, 


This is considerably shorter 


l of 


two-year period. 
than the average perioc hospital residence 
and may indicate that the patient who has 
made a relatively good hospital adjustment 
over a period of years is an unlikely prospect 
for suicide. Exceptions do occur, however, 
as shown by suicides in the fourth and thir- 
teenth years of hospital residence. 

The age at which suicide occurs (Table V) 
shows the usual peak during the fourth, fifth 
and sixth decades, and is not felt to possess 


any unusual significance. In view of the in- 


1942 


1929 
1930 
1931 

1932 
1933 
1934 
1935 
1930 
1937 
1938 
1939 
1940 


| 
| | 

| 

| 


ept. 


on- 
ure 
1001 
be- 
els. 
[re- 
vely 

of 
size 
and 
‘ing 
an 
of 


cate 
ntal 
rn- 
the 
suc- 
iber 
dif- 
and 
arly 
the 
this 
this 
pital 
ased 
and 


) to 
irely 
low- 
ifter 
3 of 
in a 
yrter 
ence 

has 
nent 
spect 
ever, 
thir- 


eV) 
fifth 
ssess 
e in- 


1942 | 


LOUIS S. LIPSCHUTZ 


183 


TABLE I 


Population Admissions All deaths Suicides Rate per 100,000 
Male Female Total M. F. M. F. M. M. F. 
1236 1125 2361 7690 479 #1248 o 1 I 8 42 
1310 1170 2480 133 347 780 93 690 162 0 
1328 1056 2384 707. 456 1163 103 60 163 2 2 o 191 & 
1465 1178 2643 633 483 1116 131 7 218 oO 
1490 2687 749 542 #421201 133 70 203 2 3 wey t02 
1643 1373 3016 481 377 858 126 73 199 @& 33 
1767 1300 3157 546 299 845 139 228 = Oo 32 
1877 1581 3458 5602 453 I015 172 89 261 2 2 o 658 
1642 3561 559 390 95 130 86 216 3 3 158 o 8&4 
2152 17909 3951 297 + 200 407 123. 69 1092 2% o 35 
2503 2039 4542 351 240 591 147 83 230 t Oo 22 
2208 1883 4001 357.22 581 103 66 169 oO 
2246 1073 4219 443 376 819 129 70 199 o I Oo 5I 24 
TABLE II TABLE III 
SEASONAL INCIDENCE TIME oF Day 
18 18 
TABLE IV TABLE V 
DuRATION OF HospITAL RESIDENCI AGE 
I 18 
18 
TABLE VI TABLE VII 
DIAGNOSIS METHOD 
Involutional melancholia ......... 3 
2 18 
18 


| 
| 


184 SUICIDE IN THE 


creasing number of arteriosclerotic and senile 
patients in the 70’s and 8o’s, it might be well 
to point out the scarcity of suicide in this 
group. This, however, is in keeping with the 
general finding that suicide is unusual in 
organic mental syndromes. Physical debility, 
making the suicidal act difficult to execute, 
as well as confusion, may also play a part 


TABLE VIII 


METHOD BY PsycHos!Is 


te 
5 =5 = 
Schizophrenia 
Catatonic ...... 4 I 5 
2 I 3 
Manic depressive.. 2 ae I I 4 
Involutional 
melancholia 3 3 
Psychoneurosis ... 2 2 
General paresis ... I I 
18 


TABLE IX 


Previous SuIcIpAL ATTEMPT BY PSYCHOSIS 


Involutional melancholia ......... I 
10 

TABLE X 

RELIGION 
8 
18 


in the infrequency of attempts in this age 
group. 

Classification of suicide by 
(Table VI) clearly shows the need for pay- 
ing more attention to schizophrenics, particu- 
larly the catatonic and paranoid types, as 
candidates for suicide. So well has the les- 
son been learned that suicide may occur in 
manic-depressive and isvolutional melan- 
cholia, that it is frequently difficult to get 
ward personnel to consider impulsive cata- 


diagnosis 
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nics and paranoid schizophrenics potential 
Che method of committing suicide (Table 
VII) is obviously limited in the mental hos- 
pital by the available means. Thus, hanging 
occurs with greatest frequency, not neces- 
sarily because it is the method of choice, but 


a method are 
If unsuccessful 


because the materials for such 


those most easily available. 


suicidal attempts were included, the list 
would be lengthened by a variety of bizarre 
methods, such as swallowing foreign objects, 
ittempted disembowelment, mutilations, but- 
ing the head against the wall, etc. 


The significance of the tabulation of 
method of suicide by psychosis (Table VIII) 
bscured by the limitation of 
unsuccessful suicidal 
ittempts were included, it would be seen that 
larger number of attempts and 
partial mutilations tend to occur in the schizo- 
group, 


'revious suicidal attempt is an impor- 


also, if 


means. 
izarre 
catatonics. 


renic particularly the 


tant indication of recurrence as shown in 
fable IX. Ten of eighteen patients, or 55 
per cent of the patients in this series, had 


a history of suicida mpt either prior to 
admission or prior to the successful attempt. 
irritability, fears 
activities and productions of signifi- 
included, the total in whom warn- 


If threats, aggressiveness, 
or otmel 


cance be 


, signals occurred prior to the successful 
tempt amounts to 16 out of 18 cases. 
hus, on 10-23-36 one man stated, “Second 
month have to die.” On 1-26-37 he jumped 


Another man had made 
many attempts to escape, had periods dur- 


out of a window. 
ing which he refused food, was frequently 
combative, frequently stated, “I’m going to 
get out of here some way.” His suicide fol- 
lowed. A third man threw himself about, 
trying to bruise himself. One of the women 
in the series complained of “black thoughts,” 

she should kill her- 
self. Another was fearful for her children 
would harm them. 
These disguised aggressive wishes were later 


one of which was that 


and afraid that some one 

turned against herself. 
Table X is interesting because of the high 

percentage of Catholics who committed sui- 
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tical material which shows the incidence of 


and this is at variance with most statis- 


suicide among Catholics to be considerably 
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lower than the proportion in the general 
population. However, this small series of 
cases does not justify conclusions in this 
regard. 

The physical setting of the suicidal act is 
worthy of consideration. In 10 of the 14 
hangings, the sheet was tied through wire 
screens over windows or transoms, and at 
the Eloise Hospital these screens are of such 
mesh as to make it possible to pull a sheet 
through and tie it. Screens of finer mesh 
might make this method of attachment more 
difficult or even impossible. The question of 
screens on the inside or outside of windows 
is worthy of discussion, although suicides 
occur in institutions having both types of 
protection. In general, psychiatrists who 
have had experience with both types find that 
window breakage and injury by glass is a 
disadvantage, making screens on the inside 
of the window preferable despite the added 
risk of suicide. From this point of view, 
the newer types of windows with closely 
spaced muntins and breakage-resistant glass, 
the whole constituting a protective screen as 
well as a window, should be kept in mind. 

The importance of avoiding projections 
of all types in mental hospital construction 
cannot be over-emphasized. Locks on win- 
dow guards should be flush with the sur- 
face. Pipes and conduits should be concealed 
and doorknobs and hinges constructed in 
such a way as to make it impossible to tie 
sheets or other materials to them. One pa- 
tient committed suicide in a mop room, hang- 
ing herself from a steam pipe about seven 
feet off the floor. This particular suicide 
would not have occurred had the rule been 
in force at that time of keeping all utility 
and other service rooms locked except when 
occupied by an attendant. 

Another ‘patient was found hanging in a 
toilet room at night. The procedure, de- 
veloped thereafter, of keeping all toilet rooms 
locked at night and requiring that the atten- 
dant open the room individually for a patient 
would similarly have prevented this occur- 
rence. While this rule imposes additional 
duties on the night attendant, it insures better 
control over a part of the ward which is 
usually somewhat remote and removed from 
the direct observation of the attendant. 

One man plunged to his death from the 


water tower. Although the first 20 feet of 
the water tower ladder had been removed to 
prevent just such an occurrence, the criss- 
cross structure of the girders furnished an 
adequate substitute. Covering the first 20 
feet of girders with sheet iron will probably 
prevent a recurrence of this event in the 
future. 

Plunging from an open window may oc- 
cur during periods of general housecleaning 
on the ward. An inflexible rule requiring 
that all patients physically capable of mov- 
ing be cleared from a ward at this time will 
prevent this method of suicide. 

An unsuspected hazard was revealed by 
the suicide of a patient who cut his throat in 
an elevator locked between floors. This ele- 
vator was so constructed that the inside door 
could be opened manually between floors and 
this would stop the elevator and prevent its 
operation by buttons at the floor levels. It 
required the services of an electrician and 
one hour’s work before the elevator could be 
brought to floor level and its contents re- 
vealed. Elevator safety engineers would 
probably object to a switch of some type 
which would bring an elevator to floor level 
regardless of the condition of the inside gate. 
Possibly a warning bell could be arranged 
to ring whenever the elevator was suspended 
between floors with the gate ajar. Better 
still might be the enforcement of a rule that 
patients unaccompanied by attendants not be 
permitted on elevators. 

So far as the individual patient is con- 
cerned, the price of suicide prevention ap- 
pears to be eternal vigilance. All newly ad- 
mitted patients might well be kept under 
suicidal observation till their general be- 
havior and clinical status becomes estab- 
lished. On our admitting wards such patients 
are kept close to the nurses’ station where 
they are under continuous supervision. The 
use of restraint as a preventive of suicide is 
the least desirable method but occasionally 
becomes necessary where violent tendencies 
toward self-mutilation exist. As already 
mentioned, the importance of knowing the 
patient cannot be too strongly emphasized. 
Hypochondriacal, self-depreciative and self- 
accusatory trends, feelings of unworthiness 
and guilt, expressions of hopelessness and 
fear of “going crazy,” aggressiveness, either 
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at the verbal level or in the form of irrita- 
bility and combativeness, and frank expres- 
sions of death wishes against the self or 
others, are all worthy of serious attention as 
warnings of the possibility of suicide. 

In several patients a rather sudden and 
unexplainable improvement was followed by 
suicide. When an irritable, hypochondriacal, 
self-accusatory patient suddenly states that 
he feels very much better, appears calm and 
satisfied and even moderately elated, beware! 
He may very well have come to some mo- 
mentous decision, and, having committed 
himself to some irrevocable plan of action, 
may thereby have obtained a general relief 
of tension and a sense of inner satisfaction. 

Patients may react to apparently trivial 
disappointments or frustrations by suicide as 
a spite reaction. Thus, a woman whose hus 
band had refused to take her home for 
Easter was found hanging several days later. 
Unexpected visits by relatives or visits after 
considerable lapse of time should be the oc- 
casion for closer attention to the patient. 
One man, visited by his wife and son after 
a lapse of several years, committed suicide 
shortly after. This visit had apparently 
broken down a satisfactory institutional ad- 
justment by reviving latent emotional 
conflicts. 

One man who suffered from sexual im- 
potence had ideas of infidelity and felt that 
colored men were pursuing him. He plunged 
to his death from a window shortly after 
his admission to the hospital. The exclu- 
sively male atmosphere of the psychopathic 
ward may have proved an unbearable situa- 
tion, and his suicidal plunge may actually 
have been an attempt at escape during an 
episode of homosexual panic. Most clinical 
psychiatrists are well aware that certain types 
of agitated male patients react better to care 
by nurses than by male attendants. The 
recognition of this patient’s particular needs 
and the ability to furnish such care might 
have prevented this suicide. 

The feeling of need for punishment on 
the part of certain patients must be recog- 
nized, and the proper management of this 
condition may help to minimize or abolish 
depressive, self-accusatory and self-depreci- 
ative trends. This may take the form of 
work assignments of a menial type. Shock 
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cases, indicates the need for considering 
hizophrenics, particularly catatonics and 
paranoids, as potential suicides, as well as 
the more generally recognized manic-depres- 


sive and involutional patients. 
Suicide in a mental ae ital is found to 


maintain the same age distribution and sea- 
sonal incidence as suicide in the general 
population. The suicidal attempt is more 
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suicidal patients were discussed in the light 
of clinical experience. The importance of 
ward and occupational activities designed to 
meet the psychological needs of the patient 
was emphasized. The value of convulsive 
shock therapy as one means of meeting the 
sense of need for punishment was mentioned 
as a possible explanation for the improve- 
ment it produces in depressed patients. 


BIBLIOGRAPHY 


1. Annual report of the Commissioner of Mental 
Health for the year ending Nov. 30, 1939. Public 
Document No. 117, the Commonwealth of Massa- 
chusetts, 100 Nashua St., Boston, Mass. 

2. Personal communication. Horatio M. Pollock, 
M.D., Director of Mental Hygiene Statistics, De- 
partment of Mental Hygiene, Albany, New York. 

3. Some remarks on suicides in public asylums. 


Harry A. Benham, M.D., Medical Supt., Fishpond 
Asylum, Bristol. J. Ment. Sci., 49: 447-453, July 
1933. 


LOUIS S. LIPSCHUTZ 187 


4. Suicidal attempts of psychotic patients. C. L. 
Whitmire, M.D., U. S. Veterans’ Administration 
Hospital, Augusta, Georgia. Medical Bulletin of 
the U. S. Veterans’ Bureau, 6: 309-316, April 1930. 

5. Suicide—Possibilities of prevention by early 
recognition of some danger signals. Ruth E. Fair- 
bank, M.D. J. A. M. A., 98: 1711-1714, May 14, 
1932. 

6. Some psychiatric aspects of suicide. Gerald A. 
Jamieson, M.D., and James H. Wall, M.D. 
Psychiat. Quart., 7: 211-229, April 1933. 

7. Epilepsy and suicide. Charles Prudhomme, 
M.D., Veterans’ Administration Facility, Tuskegee, 
Alabama; J. Nerv. and Ment. Dis., 94: 722-731, 
Dec. 1941. 

8. To Be or Not To Be. Louis I. Dublin, Ph. D., 
and Bessie Bunzel, M.A.; Harrison Smith and 
Robert Haas. New York, 1933. 

g. Medical Climatology. Clarence A. Mills, 
Ph. D., M.D. Charles C. Thomas, Baltimore, 1939. 

10. Weather Influences. Edwin G. Dexter. The 
Macmillan Co., 1904. 

11. Evaluation of Therapeutic Factors in Phar- 
macologic Shock. Louis S. Lipschutz, M. D., et al., 
Eloise Hospital, Eloise, Michigan; Am. J. Psy- 
chiat., 96: 347-360, September 1939. 


pt. 
ock 
ur- 
II ) 
for 
vith 
res- 
| 
indi- 
\ of 
| 


MANIC-DEPRESSIVE PSYCHOSES AMONG COLLEGE STUDENTS‘ 


LEONARD E. HIMLER, M.D., 


Ann A 


In a survey of psychoses occurring among 
students at the University of Michigan over 
a period of seven years(1) there were 5! 
cases in the manic-depressive group, which 
made up 44.7 per cent of the total series. 
In the four years following this survey, 28 
additional manic-depressive cases came to 
the attention of the mental hygiene depart- 
ment of the Student Health Service. It is 
the purpose of this communication to re- 
port in detail on this total of 79 cases seen 
between September 1930 and September 
1941; that is, the eleven-year period the 
department has functioned on a full-time 
basis. 

The enrollment in the University over 
this eleven year period was 146,622, with 
a yearly average of 13,329.” The total num- 
ber of students with whom the mental hy- 
giene unit had contact during this time was 
8209, an average of 7.6 per cent of the 
student body having been seen each year. 
The 79 individuals who had one or more 
manic-depressive episodes incidentally repre- 
sent one for every 104 students receiving 
psychiatric attention during the period cov- 
ered by this study. 

As shown in Table 1, the number of new 
manic-depressive cases seen each year ranged 
from I to I2, averaging 7.1, or 0.53 new 
cases per 1000 of enrolled students.* Of the 
total, 33 (41.8 per cent) were men, and 46 
(58.2 per cent) women. This represents a 
men-to-women ratio of 0.71 to 1, or less than 
a third of the average men-to-women ratio, 
2.24 to I, for the University as a whole dur- 
ing the eleven year period. This greater 
incidence among women is, of course, in 
agreement with the generally prevailing 
view(2, 3). It may also stand in some 
relation to the greater average age of women 


1From the Student Health Service, University 
of Michigan, Ann Arbor, Mich. 

2 Based upon the number of students paying the 
University Health Service fee. 

3 Based upon the number of students paying the 
University Health Service fee. 
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Mich 
he Graduate School* as compared to 
el Likewise, the closer supervision af- 
rded women students sibly may be of 
some be iri! 

For the series as a whole, the age at which 
the first psychotic episode occurred in resi- 
dence averaged 25.2 years (median 22.0). 
For men the range was 17 to 38 years, with 
an average age of 23.5 (median 21.0), while 
for women it was between 17 and 52 years, 

TAB 
ANIC- DEPRESSIVE 
Total 
193 3 10 

31-32 3 8 
022-22 } 5 
I 3 j I I 

34-3 { 2 6 

7 5 12 

30-37 3 Q 

37-36 2 5 

) 7 {) 

39-41 8 8 

40-41 0 4 4 
1941-42 I 2 

Total 10 79 

* Not i 

Inc 
with an average of 26.4 (median 22.0). 


There were 10 women over 30, 5 of whom 
exceeded 40, as contrasted to only 4 men over 
30 and none over 40 years. 

Distribution to the schools 
and colleges of the University in which our 
patients were enrolled at the time manic- 
depressive disorder was first noted, is shown 
in Table 2.2 Most of our cases, as might 
be anticipated, were from the College of 
Literature, Science and the Arts and the 
Graduate School, the two largest depart- 
ments in the University. Also, on the basis 
of their numerical representation in the Uni- 
versity, to the extent conclusions can be 


with respect 


4For our series, 20 women and 8 men. 
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drawn from our admittedly small totals, 
these two schools seem perhaps somewhat 
above quota with respect to manic-depressive 
conditions. In this relation, with regard to 
the Graduate School, the age factor men- 
tioned above may be of significance. For 
engineering students, the incidence of this 
psychosis appears rather below quota, for 
law students somewhat above and for the 
medical group proportional to University 


representation. For the architectural and 
TABLE 2 
Manic- Univer- 
depressive sity asa 
series, whole, 
School or college per cent per cent 
Literature, Science and the 
35.5 273 
TABLE 3 
No. of 
Source of refer cases 
Health service 51 
Faculty (including 7 with administrative 
“Home” or “outside” physicians (psychi- 


Relatives (parent 1, brother 1) 


to 


education students there is no statistically re- 
liable difference. As regards the last group, 
designated “‘others,’’ comprising the remain- 
ing academic categories, there does appear to 
be a statistically significant difference in the 
incidence of manic-depressive disorder as 
compared to the numerical representation 
of this group in the University. However, 
the composition of this group and other 
special circumstances pertaining to it are 
such as, in a practical sense, to vitiate the 
meaning of this determined _ statistical 
difference. 

Table 3 indicates the sources of first 
referral to the mental hygiene unit. Twenty- 
two cases were seen within the same year 
or one year before the first psychotic epi- 
sode, and the remaining 57 were psychotic 
when first referred. As would be expected, 
health service physicians referred the great- 


3 


est number, since patients most frequently 
either seek aid first in regard to some actual 
or incidental physical complaint, or as such 
may first come to the attention of the gen- 
eral physician. In this connection it is im- 
portant that physicians who work with col- 
lege students be alert to the need of differ- 
entiating manic-depressive reactions from a 
variety of organic states which give rise to 
somewhat similar symptoms. Depressive re- 
actions accompanied by fatiguability, in- 
ability to concentrate, and a generally low 
energy level may on the surface be more 
suggestive of a hypothyroid condition or 
fatigue state than a true depression. Ap- 
parent disturbances in thyroid or other 
endocrine functions are actually often 
present as one aspect of the total presenting 
clinical picture. In women, the onset and 
course of the manic or depressive attacks 
may be markedly affected by premenstrual 
tension states. The physician must be cau- 
tioned, too, against interpreting the entire 
disorder on a purely psychoneurotic basis 
merely because some aspects of the complaint 
situation may be grossly suggestive of the 
same. 

Incidentally, the small number of students 
referred by parents (one) and “home” phy- 
sicians is interesting and indicates definite 
need for greater orientation which would be 
of considerable advantage to all concerned. 
Actually none of the cases were referred by 
“outside” physicians, other than psychia- 
trists, and then in only three instances. 

Of the 17 (21.5 per cent) who from our 
information had one or more attacks previ- 
ous to enrollment in the University, 6 were 
interviewed in the mental hygiene unit before 
recurrence; the 11 others were not seen 
until the recurrent episode had set in. It is 
of interest that of the 13 self-referred cases, 
4 came of their own accord because of the 
previous disorder and had built up a contact 
relationship before a recurrence occurred. 

With regard to the brief impressionistic 
personality ratings given at the time of the 
entrance medical examinations, 59 (74.7) 
of the present series were so evaluated. Of 
these, 15 (25.4 per cent) were given satis- 
factory ratings, 19 (32.2 per cent) were 
considered doubtful, and 25 (42.4 per cent) 
unsatisfactory, that is, constituting definite 
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risks with respect to the likelihood of mak 
ing an acceptable or satisfactory adjustment 
in the University. These figures in general 
parallel the ratings in the previous report (1 ) 
on psychotics of all types. As might be ex- 
pected, a somewhat lower number of the 
manic-depressive group fell in the unsatis 
factory category than a comparable group 
later developing schizophrenia 
cent). From this, the significance and value 
of early clinically evaluative contact with the 
student body and follow-up attention where 
indicated, is readily apparent. 
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TABLE 4 


Time AFTER ENROLLMENT WHEN First ATTACK 
OccuRRED 

No. No. de- 

manic pressive Total 
Within one month......... 2 4 6 
Within two months........ 2 7 9 
Within three months....... 2 2 | 
Within four months........ I 2 3 
During second semester.... I 6 "7 
During second year........ 6 24 3 
Durime@ third year. ......... 4 9 13 
During fourth year........ 2 I 3 
During fifth and sixth years. 1 3 4 


Although complete data concerning family 
histories were not available in all cases, at 
least 9 fathers and 6 mothers were known 
to have had manic or depressive episodes, 
and the twin sister of one patient appears to 
have been schizophrenic. Precipitating fac- 
tors other than those attributable to consti- 
tutional background seem to group them- 
selves into several main categories of con 
flict situations. The most immediate of these 
was difficulty referable to the academic 
undertaking, which was a matter of primary 
concern in 50 cases. Worry over problems 
involving outside work, financial stress, vo- 
cational future, or family responsibilities 
seemed of primary importance in 12 and 
was a secondary factor in 42 others. Diffi- 
culty in socialization and preoccupation with 
ideas of personal inferiority were primary 
factors in 7 cases and of contributory im- 
portance in 11 others. Sexual conflicts or 
frustrating “love’’ experiences were directly 
related to the onset of psychosis in 10 and 
constituted a contributing factor in 21 others. 
Likewise, alcoholic over-indulgence was an 
accessory element in the precipitation of 3 
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tacks, luetic infection in I, and homo- 


sexuality in I. 
date of 
the first 


he time elapsed between the 
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psychotic episode during residence is given 


Table 4. It will be seen that 29 (36.7 per 
ent) of the episodes occurred during the 
st yea ind 30 (38.0 per cent) during 


Thus in the 
ity of cases an initial or recur- 


attendance. 


» the end of two 


S he proportion of manic to depres- 
sive attacks remained fairly constant in each 
the time intervals given in the table. The 
ne elapsed between enrollment and appear- 
rABI 5 
Ty \ 
N cent Total 
d 
( 3.3 ) 21.7 21 
es ( 3 78.3 58 
ance of psychosis was proportionately the 


for undergraduates and graduates, 
even though the latter averaged 10.7 years 


Ider at the time of enrollment. 
With respect to the 


sidered, it is to be 
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qaqance was a depressive episode. 


thus 


Depressive 
often as 
manic episodes in men and more than three 


reactions occurred twice as 


times as often in women. This apparently 
greater incidence of depressed states is in 
line with the findings of others(2, 4). 
Treatment and disposition of this type 
of case, as with mental conditions generally 
occurring in the college setting(5)), involves 
a dual responsibility ; that is, the needs and 
best interests of both the individual and the 
University The ma- 
jority of cases, especially if they had not 
been seen previously, came to attention as 


must be considered. 
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acute emergency situations, often upon a 
background of progressively complicated 
academic, personal and social maladjustment. 
The first consideration must be to protect 
the patient from himself and from the cumu- 
lative effect of environmental challenges and 
pressures, conflicts which he is no longer 
able to handle adequately. This includes 
supportive measures to provide rest, prefer- 
ably under some type of special supervision, 
ideally represented by a hospital or sani- 
tarium environment, at least during the acute 
period of the disorder. This facilitates in- 
vestigation of the total presenting situation 
along analytic-synthetic lines, and affords an 
opportunity of obtaining objective data 


TABLE 6 


UNIVERSITY STATUS WITH RESPECT TO FIRST 
Psycuotic ATTACK 


Per 
No. cent 
Remained in university with out-patient 

Remained in university with out-patient 

Remained in university after above and 

a period of sanitarium care......... 7 8.9 
Withdrew after a period of out-patient 

Withdrew after out-patient and infir- 

Withdrew after sanitarium care....... 3 3.8 
Withdrew immediately without treat- 


through contact with University personnel, 
friends and relatives. It is often not possible 
without a short period of clinical observa- 
tion to determine whether continuation on 
a university basis will be feasible or con- 
structive. In our series a variable period of 
hospitalization during the acute phase was 
necessary in over half of those who remained 
long enough to avail themselves of care pro- 
vided by health service facilities. 

The outcomes of the first psychotic epi- 
sode during residence with respect to con- 
tinuation or necessity of interruption of 
University attendance are given in Table 6. 
A total of 48 students, or 60.7 per cent of 
the series, were able to remain at the Uni- 
versity, and with the aid of psychiatric direc- 
tion, completed the term of residence for 
which they had enrolled. In 26 (32.9 per 
cent) this was effected by means of regular 


and frequent out-patient contacts only, and 
in the other 22 cases (27.8 per cent) an addi- 
tional period of hospitalization was required, 
either in the student infirmary or in a sani- 
tarium. In 7 of the 10 cases where sanitarium 
care was made necessary by the severity of 
symptoms, continuation in the University 
was possible on a reduced schedule of work 
and with close follow-up supervision. 

Despite a period of ambulant or hospital 
care, or both, in 25 cases (31.6 per cent) the 
clinical picture was of such a nature as to 
make continuation on a university basis un- 
desirable or hazardous to the degree that 
withdrawal became necessary. Eight of these 
students eventually returned and completed 
the interrupted term of study with clinically 
and academically satisfactory outcomes. 
There was no opportunity for treatment on 
a university basis in the case of 6 acutely 
disturbed patients. These were withdrawn 
from school at the time acute symptoms 
came to attention for appropriate care at 
home. 

The duration of active treat- 
ment in those students who were able to 
continue in the University was two months, 
but in practically all cases contact was main- 
tained over a much longer period, almost 
always at least to the end of the school term. 
In the case of three women with manic- 
depressive reactions occurring in the involu- 
tional period, the response and outcome even 
with relatively more intensive attention was 
decidedly less satisfactory than for the 
others. 


average 


In the case of 17 depressives there was 
satisfactory opportunity to evaluate the ef- 
fect of benzedrine sulphate medication. 
Marked and continued subjective relief was 
obtained in 11, 4 showed less marked or 
inconstant improvement, and 2 showed no 
clinically significant response. 

As shown in Table 7, contacts both before 
and after the interval of psychosis extended 
from a few days to 8 years. Thirty-eight 
cases were seen over a period of one, two, or 
three years. Both the average and the median 
length of contact was two and one-half years. 
The number of contacts with each individual 
also varied through a wide range from I to 
150, averaging 10.1 before and during the 
first attacks, and 13.6 subsequently during 
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the remainder of residence. In addition to 
necessary care during the psychotic episodes, 
a large number of these patients required 
continued psychotherapeutic contacts because 
of associated personality problems, over- 
aggressiveness, instability, mood changes, 
immature responses, poor planning and dis- 
regard of physical hygiene. This matter of 
aftercare, and guidance regarding person- 
ality aspects appears most significant in these 
cases, and for good results, obviously, is 
just as needful as attention respecting the 
acute episodes themselves. 

As previously mentioned, 17 individuals 
had one or more manic or depressive attacks 


TABLE 7 


DURATION OF CONTACTS WITH MENTAL 
HycIENE UNIT 


No. of 

cases 
4 


before enrollment. Fifty-six had only one 
episode during the period of residence within 
the eleven years covered by this study. 
Twenty-three of those who continued in 
residence through their first attack had one 
or more subsequent attacks. Of these, 17 
had 2 attacks, 3 had 1, 1 had 4, and 2 
had 5 attacks. Due to the establishment 
of rapport, subsequent attacks were gener- 
ally less prolonged, easier to manage and 
seemingly less severe, so that therapy could 
be carried out with good effect, and continu- 
ation on a university basis was possible. 
Academic averages,® including credits 
earned before and after the psychotic 
periods, up to the close of the eleven year 
span, were satisfactory in 65.8 per cent, fair 
in 12.7 per cent, and unsatisfactory in 12.7 


5 Based on the following scale: satisfactory C+ 


and over; fair C to C+; unsatisfactory below 


C grade. 


AMONG COLLEGE STUDENTS | Sept. 
per cent. Eight and eight-tenths per cent did 
not remain in school long enough to secure 
credits or withdrew with incomplete records. 
lwenty-eight and three 
elected to honor societies or achieved 
distinction because of 
ceived Ph. D. degrees. 


received degrees 
were 


scholarship. Two re- 


It is difficult to appraise final clinical out- 
comes in this series, mainly because of the 
recurrent nature of manic-depressive dis- 
orders, and secondly because valid follow-up 
information was for the most part available 
only respecting individuals who were able to 
remain in the or subsequently 
However, so far as can be deter- 


University 
returned. 


TABLE 8 
UNIVERSITY STATUS AT END oF ELEVEN YEAR 
PERIOD 
Per 
No cent 
Graduated 28 35.5 
Continuing in the university.......... 15 19.0 
Not at present in attendance, but with 
no contraindication on basis of uni- 
versity reqtiirements 17.7 
Unable to continue in university...... 22 27.8 


8 because of psychiatric status when 
last contacted 

12 because of psychiatric status and 
scholarship or other administra- 
tive reasons 


1 
2 because of scholarshiy 


mined, at the end of the eleven year period 
41.8 per cent were very much improved or 
recovered, 30.4 per cent were improved, and 
the status of the remaining 27.8 per cent 
was unknown, having been unsatisfactory at 
the time of the last university contact. It is 
of interest, and perhaps related to the socio- 
economic level of our material, that only one 
had been committed to a state hospital be- 
cause of an attack previous to enrolling in 
the University and but one, so far as is 
known, was cared for on this basis subse- 
quent to attendance. A considerable num- 
ber of course entered private institutions. 
Three individuals in our series made suicidal 
attempts while in residence. In this connec- 
tion, it is of significance that successful 
attempts were made by two of these several 
years after leaving school. 

Final terminations or outcomes with re- 
spect to university status through the first 
semester of 1941-42 are shown in Table 8. 
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It will be seen that 57 or 72.2 per cent either 
received degrees, continued in residence, or 
could be readmitted so far as psychiatric 
status was concerned at the time last con- 
tacted. In contrast, the figure for psychotics 
in general who could continue in the Uni- 
versity, was 49.1 per cent(1I). 

In summary, manic-depressive conditions, 
with the parergasic disorders(1) (schizo- 
phrenia and paranoid conditions), constitute 
by a large margin the outstanding types of 
psychoses encountered in college student ma- 
terial. As might perhaps be anticipated from 
the age range, the majority (78.5 per cent) of 
our 79 manic-depressive patients had their 
first attack while in attendance in college. 
Prompt recognition and effective application 
of medical and psychiatric treatment was in- 
strumental in enabling completion of the 
term, without complete sacrifice of the aca- 
demic program, in 60.7 per cent. For the en- 
tire series, considering both psychiatric and 
academic aspects, 72.2 per cent at the end of 
the period of this study were able, on a credit- 
able basis, to continue or resume their college 
undertaking. Actually, contrary to possible 
first thought, the less severe forms of this dis- 


order (particularly depressions), with ade- 
quate care, do not necessarily constitute an 
especially serious block to college function- 
ing. In fact, in not a few instances (32.9 
per cent of our series) the student may go 
on without interruption. Finally it should 
be added, psychiatric attention not only 
played a significant part with respect to the 
constructive handling of the acute clinical 
episodes per se, but also, and perhaps more 
important in the long run, was definitely 
helpful in relation to the development of 
more effective personal integration and life 
adaptation. 
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HISTORY OF THE FIRST PSYCHOPATHIC INSTITUTION ON THE 
AMERICAN CONTINENT 


SAMUEL RAMIREZ MORENO, M.D., 


One of the first hospitals for mental pa- 
tients to be founded in the world and the 
very first to be founded in the Americas 
was old “San Hipolito” in Mexico City. It 
was established on November 2, 1566, by 
the philanthropist, Bernardino Alvarez. 

Manuel Orozco y Berra refers in his 
\lemoirs (1867) to Bernardino Alvarez, 
who was born in Utrera, Andalucy (Spain). 
With the first conquerors of America, 
Alvarez went to Peru where commerce re- 
warded him with a fortune. He went to 
New Spain in 1556 and for ten years de- 
voted his energies to the care of the patients 
of “Nuestra Sefiora de la Concepcion,” the 
oldest hospital in America, now called “Jesus 
Nazareno.” With the intention of founding 
another asylum, Bernardino Alvarez found 
aid in Miguel Duefias and his wife Isabel de 
Ojeda. They gave him land, a lot on San 
Bernardo Street and later another one close 
to “San Hipolito” Chapel. The famous “San 
Hipolito” Hospital was opened January 28, 
1577. The structure of many rooms served 
to shelter only the aged, the sick and the 
mentally diseased patients to whom he de- 
voted his kind, untiring efforts. 

Later several clergymen joined Alvarez in 
creating a brotherhood called “Hermanos de 
la Caridad” (Brothers of Charity). This 
action was approved by Pope Gregorio XIII 
and later by Sixto V. Thus the order which 
during the course of time became known as 
“Los Hipdlitos” (The Hipolytes) was estab- 
lished. 

One hundred and seventy-two years after 
the land donation near “San Hipolito” 
Chapel, in the year of 1739, the hospital 
structure was nearly completed. 

At first the San Hipolito Hospital was 
not used exclusively for the care of the men- 
tally ill; however, the number of this class 
increased to such proportions that it became 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1942. 

On this occasion Dr. Moreno was elected a Cor- 
responding Member of the Association. 
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Mexico Ciry 


ly mental and nervous 


tO accept ol 


was abol- 
1 Spanish courts on 
October 1, 1821, when the hospital was taken 
over by the City Council and maintained 
by the municipal government. The secular- 
nevertheless, continued caring 
for the mental patients until 1843, when the 
administrators took entire Being 
the building was converted into quar- 


The order of ‘“‘Los Hipolitos”’ 


ished by decree of the 


ized monks, 


charge. 
large, 
ters for soldiers. In 1842, Santa Ana, presi- 
dent of Mexico, sold the first floor of the 
hospital and the outbuildings near the wings 
of the church. In 1846 occurred the insur- 
rection of the “Polkos” (name given rebels) 
and the Military founded. 
From 1847 to 1850 it was the Municipal 

In 1848 when the patients num- 
bered ninety, the building was reconstructed 
and adjoining structures added. 

On July 18, 1864, Don 


\ndrade sent to the 


lospital was 


Hospital. 


José Maria 
so-called Emperor 
the following report about the 
hospital which depicted the deplorable con- 


Maximilian | 


ditions prevalent among the patients: 


Their beds are reduced to wooden bedsteads with 
sleeping-mats, and not even this do they all obtain; 
to cover themselves they have, at most, a wornout 
blanket. .... The distinguished patients can only 
be reputed as such, because they drink chocolate 
in the mornings and afternoons. Aside from this 
they receive the same treatment that the rest of 
the patients are given Their dresses are in 
a miserable state. The hospital does not give them 
enough clothes and only those who are provided by 
their families have a moderate amount. .... The 
patients receive visits from their families on Sun- 
days, except when otherwise ordered by the doc- 
tor, as a part of the therapy. This, however, does 
not prove to be therapeutic, since the families take 
advantage of this privilege to bring the patients, 
as they often do, indigestible food which is harm- 
ful to their health. The same must be said about 
the extraordinary meals which the hospital gave 
them on San Hipélito’s Day and on December 28. 
Accustomed as they are to the same food day after 
day during the whole year, it cannot be but harm- 
ful, this sudden overloading of their stomachs, which 
is an organ that has such an influence on the 
brain. 
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A recent picture of the ancient house where “San Hipolito Hospital” was; at the present time converted 
into a boarding house. In the background, the tower of the Church of San Hipolito. 


el Hospital de San} 
ipslifo, primero para Yementes, 


hubo en América Fundado 
por Be rnardino Alvarez. 


Catalogo: Ye-la Insp.Gral.ve F 
Monumentos Artisticos e Historicos 


Memorial plaque on the door of the old house where “San Hipolito Hospital” was established in 1577 
in Mexico City. 


af 
~The 
= 
5 
- 
| 
4 
- 
| 


AMERICAN 


JOURNAL OF PSYCHIATRY, Vol. 99, No. 2 


PLATE 7 


“San | Llipolito 


founder of 


Alvarez, 


ernardino 


B 
which 


Picture of 


Hospital,” 


the 


the first one for the insane 1 


American Continent. 


1ospital. 


adjoining th 


“San Hipdlito” 


Church of 


194 
far 
/ > f tion 
Ge 
bui 
pio 
of 
anc 
G 
= i mn | 
sta: 
ber 
4 Jos 
Be 
the 
ext 
ins 
an 
fro 
; of 
| Ge 


Ate 7 


1ospital. 


adjoining th 


“San Hipdlito”’ 


Church of 


1942 | SAMUEL 


RAMIREZ MORENO 


195 


Don Juan Abadiano, secretary of the wel- 
fare committee, presented, on December 31, 
1877, a report on the same hospital, which 
was published a year later. In this bulletin 
Abadiano pointed out among other observa- 
tions, the following: “In 1774 the Father 
General of the Consulate described to the 
Viceroy Bucarelli the misery in which the 
patients were living, pointing out that they 
were ill-clothed, without medicines, starving, 
and in danger of dying under falling roofs.” 
As a result the Viceroy Bucarelli reimbursed 
the Consulate to the extent of 6000 pesos for 
improvements. These were dedicated on the 
birthday of King Charles III, October 14, 
1776, in the presence of the viceroy himself. 
A memorial plaque of that occasion which 
bears the following inscription, is_ still 
preserved : 


In the reign of our Catholic King Charles III, 
whom may God preserve, and under the govern- 
ment of his Excellency Baylio Fray D. Antonio 
Maria Bucarelli y Ursua, Knight of the Great 
Cross and Governor of the Béveda del Toro (Vault 
of the Bull) in the Order of St. John, Lord of 
the Bed-chamber of his Majesty, with admission; 
Lieutenant General of the Royal Armies; Vice- 
roy, Governor and Captain General of this New 
Spain, and President of the Royal Audience, was 
built this hospital for the poor insane people, by the 
pious influence of his Excellency, at the expense 
of the Consulate’s Royal Court of this New Spain, 
and under the Direction of its deputies Don José 
G. Calder6n and D. Ambrosio Meave, Professor 
in the Order of St. James. The said hospital was 
started on October 14, 1774 and finished Decem- 
ber 31, 1776, with the most reverend Father Fr. 
José Lazaro de la Pefia acting as General of the 
Religious Order of Hipolito Martir. 


When giving an account of this event to 
the king the Viceroy Bucarelli said: 


My heart grieving at the consideration of the 
extreme misery and sorrowful situation of the 
institution, which is the only one in the kingdom, 
and the large number of patients, which it has 
from all the provinces, I feel the hospital’s necessity 
of being supported and I do not find a better op- 
portunity of obtaining it than to pass the Father 
General’s representation over to the Consulate. 


In a book of Juan de Dios Peza’s entitled 
“La Beneficencia en México” (Public Relief 
in México) printed in 1881, he expressed 
himself as follows: 


The cells which were in the hall of the second 
floor were lacking in light and ventilation. ... . 
That in that hospital shackles and stocks were used, 
but these were prohibited by Vieyra when he was 
the District’s Governor, taking over the disposition 
of those instruments of horror. .... For many 
years a copper hardware was used in the kitchen 
and large was the number of insane people poisoned 
until the copper was tinned. .... 


Of great interest also is another memoir 
about this hospital for the mentally ill. In 
this book Dr. Sebastian Labastida, one of 
its directors related many similar incidents 
and described like deplorable conditions of 
cruelty and unsanitary conveniences. 

Among those physicians and surgeons who 
distinguished themselves in improving con- 
ditions of and for the inmates of this hos- 
pital, the writer must cite the names of: 
Garrone, Navarro, Miguel Alvaredo, José 
Peon Contreras and Jests Alfaro. Inciden- 
tally Dr. Peédn Contreras was the first Pro- 
fessor of Mental Diseases on the Faculty 
of Medicine, a subject he began to teach 
May 22, 1897. 

Adjoining the hospital, the Church of San 
Hipolito was famous in the history of New 
Spain because at that place was celebrated 
annually the “Fiesta del Pendon” (Feast 
of the Banner). Then the famous flag with 
which Hernan Cortes entered Mexico was 
displayed and paraded. The purpose of this 
fiesta was to celebrate the conquest of New 
Spain and to honor the victory won on 
August 13, 1521, the Day of San Hipolito. 

The hospital continued in operation until 
1910 when the patients were transferred to 
the largest State Psychopathic Hospital in 
Mexico inaugurated that year. Old San 
Hipolito had ended its career as a hospital. 
It had served as a refuge for the mentally 
ill three hundred and forty-four years. 
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THE OTHER SIDE OF A FIT 
TEMPLE FAY, M.D., F.A.CS. 


Professor and Head of the Departments of Neurology and Neurosurgery, 
Temple University School of Medicine, Philadelphia 


Since the earliest medical records,’ ‘“‘fits”’ 
have been considered manifestations of “evil 
spirits,” or an affliction associated in the 
human mind with the most dreadful concepts 
of disaster. 

In the New Testament, Matthew, Luke 
and Mark ®* testify to the concept of those 
“possessed with Devils’ and those which 
were “lunatic.” Woolsey* points out that 
the Hebrew word, “Nichpea” is defined by 
the Jastrow dictionary “to be inverted, upset ; 
to be overtaken by a Demon, especially due 
to epilepsy.” I need not mention that even 
to this present hour there are many who 
can see no good in convulsive seizures and 
view the entire episode as an unnecessary 
and horrible phenomena. 

If one were to view a major convulsive 
seizure with the same dispassionate tolerance 
as one might a severe sneezing attack or 
period of vomiting, the ordeal, unpleasant 
as it might appear, would hardly be ascribed 
to “evil spirits.” These reactions of defense 
are recognized as normal mechanisms of 
protection against irritants to the nose or to 
the stomach. The “mechanism of labor” in 
the primipara is usually a prolonged and un- 
pleasant episode to view, but only primitive 
races still retain the idea that this portion 
of the phenomena of childbirth is the mani- 
festation of evil spirits or a “demon.” 

If we are to look upon the other side of 
a fit to seek its possible benefits, we must 
pose two fundamental questions: (1) Why 
has it been necessary for “nature” to evolve 
such a violent mechanism and (2) what use- 
ful purpose could it have served? 

The pattern of a major seizure is so con- 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, section 
on convulsive disorders, Boston, Massachusetts, 
May 18-21, 1942. 

2 Hippocrates. 

8 Matthew 17, 15-21; Mark 9, 17-20; Luke 9, 
38-42. 

4 Woolsey, Rabbi (Personal communication). 
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sistent from the standpoint of certain muscle 
groups and the 

ingly simple as compared with the compli- 
cated skilled rotary types possible in a well 
trained human adult that we 


counterpart tar 


involved movements strik- 


must seek its 
evolutionary 


scale if we are to glimpse its origin and its 


back in the 


“convulsive mechanism” may 
now be demonstrated to be present in man 
and throughout the animal world by means of 
electric shock and metrazol, it can no longer 
As a latent 


f defense,” it may 


be considered as pat iological. 


and retained “reaction « 
be potentially present throughout life with- 
out need for expression. 

It is the commonly accepted procedure in 
medicine to carefully obtain a history of the 
patient’s background and onset of symptoms 
before attempting to diagnose or treat or- 
ganic disease. This is true in the psychiatric 
field as well where complex emotional and 
ideational manifestations in a patient, in 
order to be properly judged, must include 
a careful review of early childhood 
experiences. 

It is possible to apply the same procedure 
to the analysis of a “symptom-complex”’ such 
as a convulsive seizure. The seizure, per Sse, 
if a defense reflex, should be reviewed in 
the light of the early neurological history of 
the vertebrates. Among the countless experi- 
mental structural and neurological patterns 
of life, the neurological mechanisms which 
have survived the evolutionary process are 
those which were able to adjust themselves 
to the physical and predatory influences of 
their environment. 

The simple pattern of a convulsive seizure 
includes the turning of the head and eyes; 
the twisting of the trunk or extension of 
the back and the repetitive flexor-extensor 
movements of the prime muscles of the ex- 
tremities. These are all characteristic of the 
amphibian level of motor development. 
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Perhaps the greatest event in the history 
of evolution was the emergence of the land 
forms from the saline surroundings of the 
oceans. The transition phase between water 
and land forms of life evolved simple motor 
patterns concerned with swimming, paddling 
and crawling about on the belly, aided by 
crude legs responding to flexor-extensor im- 
pulses. With the advent of appendages, a 
new motor mechanism developed, superim- 
posed upon the older pattern (Coghill), and 
it is strikingly significant that a convulsive 
seizure does not include these later rotatory 
coordinating movements. 

Where tissues had freely obtained water, 
O,, salts and electrolytes from the surround- 
ing ocean, they were now required to seek 
©, from the air, salts from deposits on the 
land, and water from distant pools. From 
these widely separated necessities of life, a 
constant and proper saline mixture and O, 
balance had to be maintained in the nerve 
centers, as well as other vital areas (by cir- 
culation). When deficiencies 
arose on the land, protection and replenish- 
ment were assured by the prompt return to 
the ocean. Those forms of life that learned 
to emerge and “flip” back again evidently 
survived to try another time. 


dangerous 


To have established and retained a con- 
stant reflex motor pattern so persistently in 
the neurological mechanism, even to the 
present day, would seem to indicate that the 
convulsive pattern was required to cope with 
some threatened danger, sufficiently serious 
to demand a total “all out” response. This 
threatened danger might be a_ physio- 
chemical one of undesirable proportions, 
recognized by the sensitive nervous tissues 
as needing immediate correction to save the 
organism. 

“The other side of a fit,” therefore, may 
find some reasonable explanation in the cir- 
cumstances which surround typical 
amphibian motor pattern. 

The forms of life abounding in the oceans 
had at their disposal water in unlimited quan- 
tity; oxygen in solution (obtained through 
the gills and other permeable membranes for 
the purpose of respiration and metabolism) ; 
salts, in all varieties to select from and apply 
to their chosen needs. Motility and migra- 
tory possibilities gave rise to access to the 


zones of favorable temperature, so that a 
veritable paradise for cellular life existed, 
where the only concern was the seeking of 
food and reproduction of the species (still 
a dominant factor). 

On the other hand, the vertebrates that 
attempted survival on the land required stor- 
age of water in the tissues and replenish- 
ment from “water hole to water hole.””’ Oxy- 
gen, freely available in the air, necessitated 
a greater surface of exposure in order that 
it might be obtained, captured and retained 
for metabolic purposes. The lungs were de- 
veloped to meet this need. Salts were ob- 
tained through food, or at “salt licks” or 
by revisits to the saline surroundings of 
their evolutionary ancestors. Increasingly 
infrequent visits, however, required more 
highly developed storage and replacement by 
other tissues. The process of evolution has 
been the eternal struggle to meet and solve 
the external problems presented by the envi- 
ronment of first the waters of the oceans, 
and subsequently the solid surfaces sur- 
rounded by gaseous mixtures called air. 

The countless experiments over millions 
of years, as well as myriads of forms which 
failed to adjust themselves are unknown to 
us today. Gradually, however, there seems 
to have evolved a “defense” pattern in the 
nervous system which could be called into 
action when the vertebrate encountered im- 
proper tissue concentrations of water or oxy- 
gen, or alterations from the established 
physio-chemistry of relationships of the 
oceans. This “reflex of defense” was con- 
cerned with such movements of the extremi- 
ties as tail-twisting, flapping, jerking and 
slapping responses that were best calculated 
to return it to the water again. The fortunate 
species possessing this phenomena, although 
it may have wandered beyond the margin of 
safety, regained the electrolytes so necessary 
for survival; readjusted its needs and then 
returned to explore again its new and solid 
environment.® 

The convulsive pattern of movements in 
man may signify an attempt at readjust- 


5 This paper was illustrated by colored moving 
pictures showing motor patterns in experimentally 
produced convulsions in fish, amphibians, and mam- 
mals under water, comparing these with normal 
patterns in new born infants and “electric shock” 
responses in man. 
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ment and “defense” along the old and estab- 
lished rules when the organism is faced with 
profound physiological changes in 
trolytes and oxygen at the brain level. 


elec- 


It is not surprising, therefore, to find in 
man a primitive basic reflex, as protective in 
its way as the vomiting reflex, which ad- 
mittedly has its purpose. If its purpose be 
the reestablishment of normal physiology, 
in terms of oxygen, salts, electrolytes and 
metabolism, then it is obvious that the search 
for specific pathology will be fruitless and 
the concept of a “disease” untenable. That 
there are many types of pathological threats 
to the brain capable of producing and calling 
forth this primitive response, merely indi- 
cates a basic response to a serious need, no 
matter what the cause. 

To refer to the condition as a “disease,” 
or to speak in terms of a “cure” would be 
as foolish as to consider an exaggerated 
patellar tendon reflex as something to treat 
and cure, rather than the cause. The same 
may be said of vomiting—one does not 
“cure” vomiting; one controls it (usually by 
treating the cause). The periodically re- 
curring act of vomiting does not constitute 
a disease, it is only a defense reflex against 
some unfavorable state. 

“The other side of a fit,” in my opinion, 
is that the convulsive seizure represents a 
normal “defense reflex” of simple pattern, 
evolved for the purpose of protecting the 
economy against alterations in the basic 
formula of water, oxygen and certain salts. 
That the human being responds to these ab- 
normal alterations, with the basic purpose 
of regaining again, by convulsive efforts, the 
favorable formula which once was standard- 
ized and easily obtained in the primitive 
environment of the ocean, seems more rea- 
sonable to me than the idea of “demons,” 
disease, or the spread of some mysterious 
“alpha substance” throughout the brain 
surface. 

Perhaps the strongest argument in favor 
of this concept is the failure of the skilled 
rotatory and prehensile movements to ap- 
pear in a true major seizure. One never sees 
the coordinating movements of chorea and 
athetosis in a typical major convulsion. In 
spite of years of skill and training, the seizure 
in the adult is similar to that in the child. 


THE OTHER SIDE OF A FIT 
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Skilled, motor acts belong to the motor cor- 


tex and the theory of irritation and direct 
involvement by pathology thus has little 
support, either on the basis of Hughlings 
Jackson’s law of motor function (a diseased 


or injured motor cell cannot hyperfunction) 
or, upon the idea that 


fixed 


local pathology of 
type (scars, meningiomas and pres- 
eeneralized seizures. 
irritants would be expected to 
produce either epilepsia partialis continua or 
status epilepticus. Both of these conditions 


are comparatively rare. 


sure) is responsible for 


fixed 


led the reason for 
with or without focal 
» reason for the particular 
the seizure, 
although the pathology was present, one hour 


There still must be ad 
the attack-free interval, 
pathology, at 

nent of precipitation of 
before, or even days and years. 
From an evolutionary standpoint, we must 


abandon the irritative theory, for one of 


release of higher levels. We must view the 
convulsive seizure as we do the patellar re- 
flex. The response becomes exaggerated and 


more violent as the higher motor levels of the 
brain are removed, simple reflex arcs under 
then act 
(so called 
chronic cervical 
and the spread of the 
motor responses from the level of a patellar 

lve all four extremi- 
ties, where inhibitory influences of the brain 


proper sensory stimulation may 
independently and “convulsively” 
“spinal epilepsy” seen in 


transverse myelitis) 
tendon reflex may invo 


have been completely withdrawn. 

The simple convulsive pattern is but an 
the spinal segment-arc re- 
sponse, coordinated with certain primitive 


integration of 


head-eye-trunk movements. Although slightly 
more complex than the tendon reflex re- 
sponse, it the same 
release phenomena and therefore might be 
expected to be precipitated by normal sensory 
impulses during a period of loss of cerebral 
control. 


nevertheless follows 


There is ample evidence of the loss of 
cerebral control in the act of “falling,” “un- 
“tonic phase” (decerebrate 
rigidity). Intelligent, skilled and coordinated 
movements that represent higher motor pat- 
terns as well as the antigravity reflex group, 
evolved after the amphibian stage, are all 
absent during a major seizure, indicating 


consciousness,” 
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that their controlling influence has also been 
temporarily removed. 

With obliteration of the higher motor 
levels (more recent evolutionary integra- 
tions), a simple primitive motor pattern, 
free to respond without restraint, takes 
charge of the unconscious victim in an heroic 
attempt to save the day. The degree, extent 
and duration of an attack must obviously 
vary in proportion to the extent of removal 
of the higher controlling mechanisms. 

That the “convulsive spasms” do not suc- 
ceed in “returning the human being to the 
water” is, of course, fortunate, in view of 
our present dependence upon air for our 
oxygen. If, however, we place the human 
being on the abdomen and view the attack 
with the extremities in the water, the simple 
head-neck-body, paddle and swimming move- 
ments suggest the evolutionary level of the 
motor pattern, as well as its probable 
purpose. 

A convulsion may appear to be.a horrible 
and purposeless series of movements when 
the individual is lying on the back, but when 
suspended in a fluid medium, face down, 
the convulsive movements do credit to the 
amphibian level, where they probably arose. 

Those who do not choose to associate our 
superior human state of today with the evo- 
lutionary past, the most significant period 
of which was concerned with getting out of 
the water and solving the problems of the 
air and the land, should glance a moment at 
the present. The most significant event in 
the human experience is when he emerges 
from the saline, watery protection of the 
amniotic sac at birth, into the world of air 
and solid surfaces. This moment of transi- 
tion is a critical one—condensed into a few 
minutes, it represents the supreme achieve- 
ment of Nature, requiring untold millions of 
years in the evolutionary struggle, to bring 
forth a land surviving type. 

In view of the hypothesis presented above, 
that the convulsion may have as its purpose 
restoration of fundamental physiological re- 
lationships, whether disturbed by deficient 
environment, inadequate circulation or local 
pathology, and thus be considered as a “de- 
fense reflex” it may not be out of place to 
ask the questions, (1) What is the relative 
frequency of convulsive seizures in aquatic 


vertebrates, as compared with the air-breath- 
ing land types? (2) What is the relative 
frequency of convulsive seizures in the 
embryo in utero, during the last six months 
of its free-swimming state, as compared with 
the infant’s first six months, as an air-breath- 
ing land type after birth? 

The answer to those questions, revealing 
as they might be, obviously is that at the 
present, at least, no one actually knows. 

There seems ample reason, however, to 
consider not only the “other side of a fit” 
but many sides of a normal and inherent 
mechanism in man, capable of being elicited 
by means of “electric shock,” almost as 
easily now as obtaining a tendon reflex. 

Four years ago I stated before this sec- 
tion, that the day would come when the pro- 
fession would be referring to “normal” con- 
vulsive responses, as we do to normal ten- 
don reflexes. A glance at the program of 
The American Psychiatric Association on 
“electric shock” this week indicates this day 
has actually arrived. So, too, has the day 
arrived when we must throw out the con- 
cept of “demons,” “disease” and “disgrace” ; 
abandon the fruitless search for a specific 
“pathology” for a “normal reflex”” mechan- 
ism, give up the fixed idea that the seizure 
is a “base,” “horrible,” “undesirable” mani- 
festation, simply because we do not like to 
see it, do not understand it and often cannot 
control it. The observations and facts of the 
past 2000 years have never fitted into this 
prejudiced concept of a human affliction. On 
the “other side” there is an endless stream 
of evolutionary, symptomatic and physio- 
logical evidence to support the idea that 
a convulsive seizure is a primitive integrated 
“reaction of defense” for a purpose, and as 
an emergency release mechanism, reverting 
back to a primitive motor pattern. To seek 
the reasons which require the playing of 
such an ace card, in the effort of defense of 
the brain would seem a more intelligent ap- 
proach to therapy than the practice of 
medicinal “black-outs” to relieve our of- 
fended senses. 

Instead of the family historical search 
extending back only to some convulsing 
ancestor, it should reach back to the evolu- 
tionary level when the pattern was developed, 
if it is necessary to create a satisfying alibi. 


| 
j 


200 THE OTHER SIDE OF A FI1 [ Sept. 


As pointed out in another presentation,® “defense reflex,’ along with other similar 


hereditary tendencies to reproduce small and integrated patterns like vomiting, laughing 


inadequate cardiovascular systems offer a and the mechanism of labor, then to view it 
handicap and a threat to the brain from the as an affliction and a curse incited by some 
circulatory standpoint. The basic physio- — evil spirit or elusive pathology. 

logical relationships may be altered by mo Whether or not this theory eventually 
mentary stasis either from the insufficiency finds support is of little consequence. What 
of a Stokes-Adams syndrone or in the direct js needed todav is a wider point of view and 
presence of a brain tumor, scar or clot. a substantial basis for removal of the dis- 


Finally, it seems more reasonable to ac- grace and despair that in the past have sur- 


cept the convulsive symptom complex as a rounded recurrent convulsive seizures. It is 


Mk Sas a igh time that we took a k at “the 
® Fay, Temple. Diagnosis in convulsions. Am. | igh t - ‘ ' we i look at “the other 
of Surg., 56: 314-334, April 1942. side of a fit. 
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FURTHER FOLLOW-UP RESULTS IN INSULIN-SHOCK THERAPY’ 


E. D. BOND, M.D., ann T. D. RIVERS, M.D. 
Philadelphia, Pa. 


of variations in the attitudes 
which enter into the diagnosis of schizo- 
phrenia and the establishing of the condi- 
tion on discharge and later, we are sure that 
the results of insulin-shock treatment in one 
hospital cannot be compared to the ordinary 
recovery rate in another. For this reason 
we keep all our comparisons inside of the 
Pennsylvania Hospital where standards have 
not varied as far as senior physicians can 
judge. 

The much-improved rate in 
schizophrenia at this hospital before the ad- 
vent of any shock therapy was below Io per 
cent on discharge. When cases were fol- 
lowed for 5 years in their homes or in other 
hospitals, the recovery rate rose to between 
10 per cent and 20 per cent(TI). 


Because 


recovery 


covered after metrazol; another was much 
improved by insulin, after 2 years lost some 
ground and recovered fully after elec- 
tric shock; one girl, improved after insulin, 
was much improved after metrazol a year 
later. One man carried as much improved 
has been doubtful all the way; he says that 
he is no better, has no interest in life but he 
has worked at one job for 3 years, supports 
his father and mother, and drives his own 
car. 

Table I may give a false impression be- 
cause each percentage depends on the num- 
ber of cases that can be followed to the end 
of any year. For instance, if more recov- 
eries than unimproved happen to be followed, 
the percentage of recovery will be increased. 
To correct this fault, Table II is based on 


TABLE I 


INSULIN-SHOCK RECOVERY RATES 


188 cases 55% 


Of were recovered or much improved at the end of treatment. 
“159 “ 42% “ “ 6 months. 
“108 “ 36% 2 years. 
“ 71 “ 31% 3 years. 
‘ 45 “ 37% 4 years. 
In Table I the results of insulin-shock on TABLE II 


188 consecutive cases of schizophrenia are 
given with follow-up records when possible. 
So many notes are necessary that they will 
be given in these paragraphs. 

Included in the recoveries are 13 patients 
who relapsed, were at once given a second 
insulin course, and who recovered. Also 
included in the results at the end of 6 
months, the second and third years respec- 
tively, are patients unimproved by insulin 
who recovered 54 months, 13 months and 
26 months later. After 2 years with no 
improvement, one patient was much im- 
proved by lobotomy; after 6 months’ im- 
provement after insulin, another patient re- 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1942. 


ConpIT1Ion LAst REpoRTED FOR EACH YEAR'S CASES 


Per cent 

Cases which recovered 

finished and much 

Year treatment improved 
16 44 
36 44 
25 52 

188 


the total number of patients treated in each 
year and the condition for every patient as 
given at the last report. 

Last year in reporting results of shock 
treatment, we separated out cases treated 
in 1936, 1937 and 1938 when procedures 
were tentative, mild, insulin dosage was held 
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low, and management of the unit was in the 
hands of different physicians ; we called these 
Group A. The treatment from 1939 
has been in the hands of one physician 
(T.D.R.): insulin dosage was kept high 
to increase stupor : these cases form Group B 

Last year the results after 2 years’ follow- 
up were 32 per cent recovery for the early 
treatment, and 61 per cent for the lat 
treatment. This year on the basis of more 
information, we find the 2 year percentages 
to be 30 per cent for the earlier and 46 pet 
cent for the more rigorous later treatment. 
With more cases heard from, there is a con- 
siderable drop in Group B good results. 

Two deaths on discharge were due to in- 
sulin coma. After a full year of recovery, 
another patient relapsed and died of insulin 
coma at another hospital. Of 4 other deaths, 
3 were suicides at home and one was a death 
from tuberculosis. 


on 


SUMMARY AND COMMENTS 


The results of insulin-shock therapy, with 
an immediate recovery rate of 55 per cent, 
show a tendency to level off at about 33 per 
cent in the second, third, and fourth years. 
(This tendency continues in the few cases 
which could be followed for 5 years.) 
With an immediate recovery rate 5 
that of control cases in the Pennsylvania 
Hospital and with a long distance recovery 
rate twice that of controls, the therapy seems 
justified. 

Three cases died of insulin-shock. In the 
other 185 cases there seem to be no signs of 
brain damage and no signs of mental deteri- 
oration greater than is found in schizo- 
phrenic patients not treated by shock. Eight 
recovered patients are doing their work with 
judgment and initiative 5 years after the 
termination of therapy. Two more made 
“spontaneous” recoveries some years after 
discharge from the hospital. 


times 


RESULTS 


IN INSULIN-SHOCK THERAPY | Sept. 
In all, there are 7 deaths in the insulin- 
shock group of 188; in a control group of 


116 patients there were 10 deaths. The con- 


trol group was followed for a greater aver- 


but the deaths seem to 


be about in proportion to those of the insulin 


e number of years, 


lhe good results from insulin treatment 
were produced at once—in about 6 weeks 
treatment. The good 
control cases came in half the 
admission to the hos- 
ises recorded after the 
here were good 
vear (totalling 15 
supported 


rom the beginning of 
esults in the 
cases years after the 
| 


ital. In 13 of the c: 


first year as unimproved, t 


at least one 


ich the patients 


remissions of 
years) in wh 
themselves. 
The difficulties in finding the prognosis 
in schizophrenia are well brought out in the 
f Romano and Ebaugh(2), Rupp 


nd Fletcher(3), with their attached refer- 
ences 
[he therapeutic activity which is in- 


shock, with the remarkable 


visible to other patients 
physicians, creates hope 
in patients, families of patients, and staff. 
It opens a door for research into the psycho- 


volved in insulin 
immediate results 


and to nurses and 


] 


logical, 


cortical, metabolic nature of schizo- 
phrenia. 
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AN UNUSUAL CASE OF PROLONGED COMA IN HYPOGLYCEMIC 
SHOCK TREATMENT 
L. D. PROCTOR, M.D., ann N. L. EASTON, M.B. 


Toronto, Ontario 


reporting an extremely severe case 
as we believe it is unique 


ies observed in the blood 


+1 ] 
ne abnorma 


The patient, V. S., was a 26-year-old female with 


enosis of s affective psychosis of 24 years 
rati Previous to treatment she showed un- 
stable bel r os from seclusiveness and 
to agitation an ilsiveness with auditory 
inations. One had also the impression that 
vas some ¢ present. Her insight was 
d t re int res of the riods 
( r seclusive and agitated episodes were 

C lity and silliness 
1 treat ed November 18 
with 20 This dos« 
s reased day until the first 
coma with 240 th day of treatment. 
On J y 22, 1942, the patient was given her 29th 
insulin treatment. She received 220 units at 7.2 
m. and went into coma at 9.55 a.m. This was her 
seventh coma. At 10.57 she was given 500 cc. of 
10 per cent sucrose by gavage. At 11.20 she was 


given 25 cc. of 50 per cent glucose intravenously. 


Severe shock occurred at 11.25 and 75 cc. of 30 per 
cent glucose and 1 cc. of thiamine chloride (3330 
its) were administered intravenously, as well 
nine, adrenalin and caffeine 
appropriate intervals, wi 
i 


sodium benzoate 
thout clinical improve- 
to be in extremis, her 
being over 200 per minute, blood pressure 
e and Cheyne-Stokes breathing present. 
She had bilateral Babinski reflexes and all other 


reflexes were absent. Her pupils 


The patient appeare 


were widely 
lil At 12.45 the patient went into a prolonged 
convulsion, which was controlled by a further 50 cc. 
At 2.00 p.m. the light re- 
flexes were sluggish, at 5.15 p.m. the corneal 
reflexes had returned, and the plantar reflexes were 
normal by 5.30 p.m. Acute pulmonary cedema, 
which developed during the evening, was controlled 
At 7.30 p.m. the patient had an in- 
voluntary liquid stool. Throughout the early eve- 
ning her temperature reached 103° F., the pulse 
remained about 140 and respirations between 35 and 
40. Coramine and digifortis were given q. 4 h. 
intramuscularly during the next 24 hours. At 
10.00 p.m. a complete neurological examination was 
done (including an ophthalmoscopic examination), 


ot 30 per cent glucose. 


by atr¢ pine. 


1 From the Department of Psychiatry, University 
of Toronto. 

This work was made possible by a grant from the 
Rockefeller Foundation and has been directed by 
Prof. C. H. Best and Prof. Clarence B. Farrar. 


and all reflexes were normal; in fact the only 
abnormality observable was a light first-stage anzs- 
thesia, making it impossible to test the sensory 
system. Respirations were much improved at 10.30 
p.m. and between 10.00 p.m. and 12.00 midnight the 
patient perspired profusely. Throughout the night 
and next morning, 300 cc. of sugar water (with 
normal was administered by gavage at 
appropriate intervals. By 3.00 a.m. she began to 
show restlessness which recurred periodically dur- 


4 


ing the morning. 


saline ) 


By January 25 the patient’s temperature, pulse, 
respirations and blood pressure had returned to 
normal, and the various shock combating medica- 
tions had been discontinued. Incontinence of bowel 
and bladder continued until January 28. As regards 
her mental condition, on January 23 the patient 
laughed inappropriately on several occasions and 
made an attempt to speak, but it was not possible 
to understand her utterances. Her tongue was very 
swollen and this may have played a major part in 
her dysarthria. On January 24 she showed occa- 
sional periods of profuse perspiring and restlessness, 
with occasional bouts of yawning and hiccoughing. 
She reacted by whining on being disturbed. On 
January 25 following a lumbar puncture and drain- 
age (her spinal fluid pressure was 175 mm. of water 
and there were 66 lymphocytes per cu. mm.) the 
patient became less comatose, focused on individuals 
in the room but did not appear to recognize them. 
Finally, after a great deal of coaxing, she swallowed 
small quantities of water. On January 26 for the 
first time the patient was able to turn herself on her 
side and open her eyes when the light was put on in 
her room. Later in the day the nurse reported that 
she appeared to complain of her tongue, saying 
“It hurts.” Her speech was distorted, her tongue 
still being swollen, but she endeavored to answer 
ple questions. We felt that on this date the 
patient was out of coma, although there was still 
much confusion. During the next ten days, the 
patient’s state of consciousness oscillated between 
deep somnolence, when she reacted only to painful 
stimulation, and a mental state in which she was 
obviously aware of her environment and endeavored 
to answer when spoken to. On January 29, follow- 
ing a transfusion of whole blood, she became ex- 
tremely resistive, agitated and required sedation 
(paraldehyde). By February 6 the patient was 
able to be up out of bed and to find her way about 
the ward in a confused fashion. She misidentified 
objects but was able to be spoon-fed a light diet. 
On February 11 she became extremely quarrelsome, 
talked incoherently and became so agitated that it 
was necessary to place her in the continuous water 
bath for the next two days. Following this therapy, 
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STATES. CONSCIOUSNESS 


Extvemely deep coma. Jan 2e 
Falient } Loss of all reflexes 


lan. 22 

in 
exbremis Cheyne-StoKes Respiration 
\ Return of light vetlexes San 22 


2 
FRelurn of corneal reflexes. fon 22 
Return of plantar reflexes Jon 22 


Return of remaining reflexes 


Athempled te Speak. jones 
Whining 3 Inappropriate 
laughter. 


Stavina at individuals 
or objects wit er — 


Jan 23 


recognition (Post- 

| umbar puncture) 

Able to swallow Small en 25 
Quantities of waber. 3:30pm 
Responded botuming 
onand df of light 

In room 

Able to turn on side. Jan 26 


Garbled ullerances veacled Jan 26 
to painful stimuli 
Resistive and agitabed. Fan 29 
Speech clearer. 

Out of bed still contused. Teb. 
Exlvemely irrivable feb 


markedly agitated. 


Up about ward slight feb 
Y 


Emotional instabili 
still contused. 


Less contu sion, 
vesembled her 


psycholic picture. 


+00 +00 +30 
Time of Blood Sugar Sample. 
25 to 50ce. of 30% glucose intravenously, ov 
500 (2) 200 500ce. of sucrose by Rev age, ov 
80) 4 ()300ce. of high calovie Teeding by Ravage,or 
| Man average full diel meal. 
| 16] 17] 18] 19 22 25|26/27| Date 
ab 
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she has continued to be up and about the ward, with 
some emotional instability and confusion, but funda- 
mentally she presents a mental picture similar t 


psychomotor inertia, silliness, superficiality 
apathy are the predominant features. By March 17 


the patient’s confusion had disappeared and | 
memory was fair, except for the actual perio 


insulin therapy. 


In Graph 1 the blood sugar levels present 
interesting abnormalities, and the state of 
consciousness has been shown graphically to 
allow a gross comparison between the blood 
sugar levels and the patient’s state of con- 
The time of the administration 
of nourishment has also been incorporated. 


sciousness. 


SUMMARY OF BLoop SUGAR ABNORMALITIES 


it will be observed that on January 22, 
1942 the blood sugar was 66 mgms. per cent 
approximately 54 hours after the administra- 
tion of 220 units of insulin, and 2 hours fol- 
lowing 8 grams of glucose intravenously and 


50 grams of sucrose by gavage. Fifteen 


minutes after an additional 15 grams of glu- 
cose, given intravenously, this value had 


fallen to 53 mgms. per cent. 

The second day of coma she was given 
25 grams of sucrose by gavage at 10.00 a.m. 
and the blood sugar reading at 12.00 noon 
wes 318 mgms. per cent. She was then 
gavaged 300 cc. of high caloric feeding and 
by 12.30 p.m. the blood sugar had dropped 
to 115 mgms. per cent. By 3.00 p.m. the level 
again reached 264 mgms. per cent. Through 
out the next two hours she was gavaged 
475 grams of sucrose and at 5.00 p.m. the 
blood sugar reading was 193 mgms. per cent 
During the next three days the blood sugar 
values were not remarkable. However, on 
the fifth day she was gavaged 30 grams of 
sucrose at 9.00 a.m, and the blood sugar level 
at 12.00 noon was 167 mgms. per cent. On 
the seventh day after the onset of coma she 
was gavaged 30 grams of sucrose at 10.00 
a.m. and at 12.00 noon her blood sugar was 
210 mgms. per cent. On the eighth day a 
marked fluctuation in the blood sugar read 
ings was noted. At 10.00 a.m. she was fed 
30 grams of sucrose by gavage, and two 
hours later the blood sugar was 165 mgms 
per cent. She was then gavaged 300 cc. of 
high caloric feeding and 20 grams of sucrose 
and at 2.00 p.m. her blood sugar was 188 


YCEMI Sept 
S cent d by 3.15 p.m. it had 
lropped to 46 mgms. per cent, the lowest 
level observed at any time. On the 11th day, 
hours after giving 30 grams of sucrose 
ivage, the blood sugar was 168 mgms. 
cent t] ( two hours 
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after an average light meal, it was 200 mgms. 


per cent. 


levels, taken at various times after the inges- 


‘rom this time on, the blood sugar 


tion of food, were within normal limits. 

Daily urinalyses, done during the week 
following the onset of coma, did not show 
more than a one plus sugar. 


In Graph 2, glucose tolerance curves be- 
fore the beginning of insulin shock therapy 


and six weeks after the onset of prolonged 
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coma are shown. It will be seen that there is 
little change in the intravenous glucose toler- 
ance tests before and after the coma, both 
appearing significantly abnormal according 
to the values for normal intravenous glucose 
tolerance tests set forth by Thomas, Gilsenan 
and Hewitt(1). Three months previous to 
the coma, the intravenous glucose tolerance 
test showed a blood sugar level of 132 mgms. 
per cent 30 minutes after the glucose injec- 
tion. Five weeks after the coma, the blood 
sugar level was 138 mgms. per cent 30 
minutes after the glucose injection. Thomas 
et al. feel that the blood sugar should have 
returned to the fasting level at this time. It 
is possible, therefore, that we were dealing 
with an abnormal carbohydrate metabolism 
that was present previous to this patient’s 
insulin treatment, and this abnormality may 
have played a very definite part in the pro- 
duction of the prolonged coma. Investiga- 
tion is continuing with regard to the abnor- 
malities in the glucose and insulin tolerance 
curves in schizophrenic patients, which it is 
hoped may lead to a better understanding of 
these abnormalities. 


DISCUSSION 


As noted by one of us(2) in a previous 
protracted coma, the clinical picture did not 
change with the variation in the blood sugar 
level from 30 to 235 mgms. per cent, and a 
similar observation is noted in the present 
case, except that the clinical picture of ex- 
tremis was significantly modified while the 
blood sugar increased from 53 to 160 mgms. 
per cent. From this point on, with blood 
sugar variations between 86 and 318 mgms. 
per cent, little correlation existed with the 
state of consciousness. These observations 
are in line with the many similar findings in 
the literature regarding the relationship be- 
tween the behavior of the blood sugar and 
the onset of coma(3). The outstanding fea- 
ture of the blood sugars was their erratic 
response to the intake of carbohydrate; on 
several occasions ingestion of this substance 
was followed by a fall in the blood sugar as 
shown in Graph 1 at (a) and (c), and then 
on other occasions abnormal levels of 318 
mgms. per cent (b), 210 mgms. per cent (d) 
and 196 mgms. per cent (e) occurred two 
hours or more after the administration of 


carbohydrate. The erratic behavior of the 
blood sugar levels progressively diminished 
and by the time the patient was well enough 
to be out of bed, the blood sugar levels re- 
mained within the broad normal limits. It 
would thus seem that the actual level of the 
blood sugar was not itself directly related to 
the state of consciousness in this case, but 
that the changes of this value following the 
ingestion of carbohydrate did not remain 
within normal limits nor occur in the usual 
direction while an abnormal state of con- 
sciousness existed. 

In considering the explanation for the 
abnormal changes in the blood sugar levels 
in this case, one must consider the factors 
concerned in the production of hypoglycemia 
which are—the utilization of glucose in the 
tissues, oxidation or conversion to glycogen ; 
and those concerned in the production of 
hyperglycemia which are—decrease in utili- 
zation of glucose by the tissues and produc- 
tion of glucose from either glycogen, fat or 
protein. It would appear in this case that the 
renal threshold for glucose was not grossly 
abnormal, i.e., a moderate glycosuria only 
occurred with blood sugar levels beyond 170 
mgms. per cent. The regulation of the vari- 
ous processes set forth above is effected 
through humoral and neural mechanisms and 
there still is some doubt as to the exact role 
each of these mechanisms plays in carbo- 
hydrate metabolism. A very full discussion 
of the role played by these factors is given in 
a monograph entitled “Insulin—Its Chem- 
istry and Physiology”(4) by Hans F. Jen- 
sen, Ph. D., in which he concludes : 


Carbohydrate metabolism is the resultant of a 
well balanced interaction of various endocrine prin- 
ciples. The blood sugar level is controlled by the 
proper functioning of these hormones; and con- 
versely, the secretion of these principles may be 
regulated by the blood sugar level. The nervous 
control probably plays an auxiliary rdle. The reac- 
tions governing carbohydrate metabolism take place 
in the various organs and tissues, the most impor- 
tant of which is the liver. These reactions are con- 
trolled, on the one hand, by insulin and, on the 
other, by those endocrine secretions (pituitary, 
adrenal and thyroid) which are apparently antago- 
nistic to the physiological action of the pancreatic 
hormone. Thus, impaired carbohydrate metabolism 
may not necessarily be an index of a dysfunction of 
the islands of Langerhans but may indicate a dys- 
function of any one or more of the other glands 
mentioned. 
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Thus we could choose any one of many 
mechanisms to explain the abnormal behavior 
of this patient’s blood sugar level. Because 
of the concurrent neuropsychiatric abnor- 
malities, one is tempted to theorize so as to 
involve the neural control of carbohydrate 
metabolism. The liver and/or the pancreas 
may be stimulated through the vagus (para- 
sympathetic), Cannon(5),  Gellhorn(6), 
Depisch and Hasenoehrl(7), by the vari- 


HYPOGLYCEMIC SHOCK 


| Sept. 


which subsequently is repressed by the over- 
activity of the parasympathetic 


1 account for the low 


system which 
woul lood sugar levels. 


Because of the hypothalamic syndrome ob- 


served at one stage of this patient’s recovery, 


one is still furtl to place the fun- 
damental basis for these abnormal blood 


ier tempted 


sug findings in a lesio1 this region of 
the central nervous system (sympathetic and 
rasympathetic hypothalamic nuclei). <A 
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GraPH 3.—Electro-encephalograms of patient V. S. All monopolar recordings. 


A—Normal recording taken before commencement of insulin therapy cours¢ 
B—EEG. on second day of “coma.” Note preponderance of five and six per second activity. 


C—Recording taken nearly three months later. 


ation in blood sugar concentration acting 
upon the central nervous system, possibly on 
thalamus or hypothalamus, hyperglycemia 
stimulating the internal secretion of the 
pancreas and inhibiting hepatic glycogen- 
olysis. The added insulin secretion and de- 
crease in hepatic glycogenolysis could be 
counteracted by the regulation effected 
through the adreno-sympathetic system, 
which regulation is dependent on the ability 
to mobilize liver or muscle glycogen. There- 
fore it is possible in a case of prolonged 
coma that a severe upset has occurred in the 
parasympathetic, adreno-sympathetic regula- 
tory mechanism, and the high blood sugar 
levels some hours after the injection of 
carbohydrate may be attributable to the over- 
activity of the adreno-sympathetic system 


EEG. shows relatively normal cortical patterns. 

recent publication by Wortis ef al.(8) has 
descri ” in a case following 
insulin hypoglycemia and has suggested this 
phenomena may be the result of “uninhibited 
hypothalamic discharge.” 


bed “sham rage 


However, convinc- 
ing clinical evidence is lacking to substantiate 
such a relatively simple explanation as set 
forth above for the observed blood sugar 
variations, and it is necessary to consider the 
various complex mechanisms involving one, 
several or all, of the agents concerned in 
carbohydrate metabolism. 

In Graph 3, electr ograms are 
shown (A) before, (B) during, and (C) 
after the protracted coma. The electro- 
encephalogram done on January 24, 1942 
showed many 
5 to 6 cycle waves, as well as some “delta” 


(the second day of coma), 
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activity. An interesting feature of this re- 
cording was the comparative regularity in 
the rate and amplitude of the slow frequen- 
cies. This activity was the predominant fea- 
ture of the entire recording. Another electro- 
encephalogram, taken nearly three months 
later, showed a virtual return to the pre- 
coma cortical electrical patterns, with prac- 
tically no “alpha” activity, and a fair content 
of the so-called “fast” frequencies (18 and 
24 per second ).? 

From this one case we are impressed with 
the need to observe blood sugar levels con- 
stantly throughout a prolonged coma and to 
administer appropriate amounts of carbo- 
hydrate. On a theoretical basis, the adminis- 
tration of intravenous thiamine chloride 
would appear reasonable as there is ample 
proof that it is concerned in the enzyme 
system for the breakdown of glucose(g). 
The administration of 500 cc. of whole blood 
in this case may have been helpful, it at least 
was stimulating, and a lumbar puncture and 
drainage definitely reduced the depth of this 
patient’s coma. As has been pointed out(10), 
there are warnings in such patients in pre- 
vious treatments, so that we were not sur- 
prised that this patient did present a pro- 
longed coma. The patient’s present mental 
state is fundamentally that present before 
insulin therapy. Her auditory hallucinations 
and uncooperative attitudes have disap- 
peared, although she now is more inert than 
previous to this coma. The patient will be 
followed for a further 6 months, and we 
shall then be better able to form a definite 
opinion as to the sequelae, if any, of this 
complication. 


CONCLUSION 


A case of prolonged coma has been pre- 
sented, the blood sugar findings discussed, 

2 The electroencephalograms were analysed and 
reported on by Mr. John Goodwin, B. A. Sc. 


and several of the various mechanisms set 
forth that could contribute to the abnormali- 
ties observed in these findings. The relation- 
ship of the blood sugar findings to the state 
of consciousness has been considered. The 
recovery of this patient would make one 
hopeful for the outcome of even the most 
severe type of prolonged coma, following 
insulin shock therapy. 


We wish to express our appreciation to 
Dr. R. E. Haist, M.D., Ph.D., Assistant 
Professor in Applied Physiology and Physi- 
ological Hygiene, University of Toronto, and 
to Mr. John Goodwin, B. A. Sc., of the De- 
partment of Medical Research, for their 
many helpful criticisms and suggestions dur- 
ing the preparation of this paper. 
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COMPARATIVE STUDY OF THE EEGS OF SCHIZOPHRENIC AND 
MANIC-DEPRESSIVE PATIENTS ° 


PAULINE A. 


The study of both “normal” individuals, 
as defined by the author in a previous paper 
in 1941(7), and psychotic patients, by elec- 
troencephalography has been carried on for 
a number of years. 

This study is one of a series undertaken 
to evaluate the usefulness of the present mea- 
surement system in differentiating the schizo- 
phrenic from the manic-depressive type of 
individual. The measurement system has 
been applied to enough EEGs to prove its 
usefulness in separating normal from ab- 
normal records(7). However, the five point 
rating scale alone has not been sufficient to 
differentiate the abnormal from the normal 
individual in relation to his psychosis or his 
behavior. The rating of an EEG is only an 
indication of the degree of normality or 
abnormality of the physiological behavior 
of the cortex, regardless of cause. It has 
been found that manic-depressives and 
schizophrenics may both have normal or ab- 
normal EEGs(8). The rating does not even 
give a clue as to whether the individual is 
psychotic, a perfectly sane person with a 
brain lesion, or a sleepy adult. 

The types of EEG patterns, another aspect 
of the EEG measurement system, represent 
a more fundamental approach in the evalua- 
tion of the activity of the brain. In contrast 
to the rating of normality and abnormality, 
one must consider the kind of central ner- 
vous system underlying the activity ex- 
pressed in the cortical record. This is con- 


1 Read at the thirty-second annual meeting of the 
American Psychopathological Association, Bos- 
ton, Mass., May 17, 1942. 

From data collected at McLean Hospital, Wav- 
erley, Mass., and Metropolitan State Hospital, 
Waltham, Mass. 

Aided by previous grants from the Josiah Macy, 
Jr. Foundation. 

2 Coalbin EEG Laboratory, Cambridge, Mass. 

Research Fellow, McLean Hospital, Waverley, 
Mass. 

The author is greatly indebted to her assistant, 
Mrs. S. R. Blake, for her valuable help and excel- 
lent suggestions in the preparation of the figures 
and manuscript. 


210 


DAVIS, M. A.? 


stitutionally determined at birth and is a 
fundamental characteristic of the individual 
throughout life. Identical twins(5) have re- 
markably similar patterns regardless of 
whether or not they have lived in the same 
environment. The pattern of the EEG is an 
expression of the quality of the synchroniza- 
tion of the activity of the cortex whether it 
be in animal or a person, and whether the 
latter is psychotic or sane. 

There is an impression among many psy- 
chiatrists that manic- 
depressive psychoses may be due to the in- 


schizophrenia and 


herent constitutional make-up of the indi- 
vidual and that the effects of circumstances 
in the environment only serve to reveal it 
through his behavior. In a previous paper 
by the author in 1941(9), a study of the 
EEG patterns of manic-depressives appeared 
to support this impression, as well as the pre- 
vious findings of a psychophysiological cor- 
relation between certain types of individuals 
and their characteristic behavior at the con- 
scious level(19). Consequently, the results 
of a detailed analysis of the El<Gs of schizo- 
phrenics have been compared with a similar 
analysis of the manic-depressive group in 
order to test the hypothesis that schizo- 
phrenia may also be due to the inherent 
constitutional make-up of the individual. 

In a paper(10), the schizo- 
phrenics included in Group II, characterized 
by dysrhythmic activity, represented those 
who were subject to confusion, indicative 
of impaired consciousness(6). The dys- 
rhythmic qualities are episodes interfering 
with the fundamental pattern, consequently 
are not considered in the analyses in this 
study. 


previous 


The EEGs of 126 schizophrenic patients 
and 81 manic-depressive patients form the 
basis of the material presented. The manic- 
depressive patients and 77 miscellaneous 
schizophrenic patients were recorded at Mc- 
Lean Hospital in Waverley, Mass., and the 
remaining 49 schizophrenics were chronic 
patients from Metropolitan State Hospital 
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in Waltham, Mass. The selection of the 
latter group by a member of the staff for 
total-push treatment influenced the age range 
which is not representative of the Metro- 
politan Hospital population. In spite of 
being a chronic group, it is younger than 
the unselected schizophrenics studied at Mc- 
Lean Hospital. The lack of selection at 
McLean Hospital, however, does not imply 
an exclusion of chronic patients. All patients 
in this series carried the same diagnosis for 
a minimum of a year, usually much longer, 
from the time of the first EEG. All EEGs 
used for these analyses were taken before 
any form of drug or shock therapy was used 
on the patients. The same technic, routine 
of procedure as it concerned the individual, 
and methods of analysis of the EEGs(7) 
were used throughout. 

Analyses were made of the types of EEG 
patterns, alpha frequency as measured from 
the occipital areas, the average voltages of 
the record as a whole, and the particular 
abnormal quality previously defined and de- 
scribed as the “choppy” quality(10). This 
latter quality was then studied in relation to 
age. 

The two schizophrenic groups were com- 
bined into one series and comparisons were 
made between them and the manic-depres- 
sives. The distribution of factors in the total 
psychotic group was also determined. The 
data are presented in Table I. 


PATTERNS ° 
TOTAL PSYCHOTIC GROUP 


It will be seen from Table I that the “A” 
type included 27 per cent and the “MF”’ type 


8 Five types of patterns have been defined(7). 
A brief description is as follows: 


The “A” type is dominated by alpha waves 
of approximately 1o per second frequency. 

The “B” type of pattern is notably lacking 
in alpha waves and is made up predominantly 
of fast frequency activity. 

The “MF” type of pattern shows alpha ac- 
tivity with fast waves. 

The “MS” type of pattern consists of alpha 
activity with slightly slower waves. 

The “M” type of pattern is composed of 
mixed frequencies covering a wide range of 
slow, alpha and fast waves diffusely repre- 
sented throughout, no one of which becomes 
dominant. 


PAULINE A. DAVIS 


24 per cent of all the psychotics in this series, 
49 per cent being distributed among the other 
three types. Comparison with a “normal” 
series(7), in which the “A” and “MF” pat- 
terns occurred, showed the percentage among 
psychotics to be lower than in a group of 
normal individuals. Because the “MF” and 
“B” types have in common the same fast 
frequency component as the feature differ- 


TABLE I 


DISTRIBUTION OF EEG Patrerns, ALPHA FRE- 
QUENCIES, AND VOLTAGES OF SCHIZOPHRENICS 
AND MANIc-DEPRESSIVES 


Numerical distribution 


Percentage distribution 
Man. * 


Schiz. dep. Total Man. 
(126) (81) (207) Schiz. dep. Total 
Patterns: 
ee 26 29 55 20 36 27 
_ eee 30 8 38 24 10 18 
| it 33 16 49 26 20 24 
21 9 30 17 II 14 
We Gicaaes 16 19 35 13 23 17 
126 81 207 100 100 100 
Frequencies : 
8.5-10 36 26 62 29 3I 30 
10-10.5 ... 48 4! 89 38 51 43 
.... 12 52 32 15 25 
124* 79* 203* g9* 98*  98* 
Voltages : 
40 28 68 32 33 


34 
Average... 81 48 129 64 60 62 
5 6 


* Two cases in the manic-depressive group and 2 cases 
in the schizophrenic group were uncountable for alpha 
frequencies. Alpha and voltage were determined accord- 
ing to the definition published(7). 


entiating them from other patterns, they 
were combined for purposes of comparison 
with other types of patterns. 


COMPARISON OF SCHIZOPHRENICS 
MANIC-DEPRESSIVES 


AND 


The “MF” and “B” patterns included 50 
per cent of the EEGs of schizophrenics, the 
distribution between the two types being 
approximately equal. By contrast the “A” 
patterns included 36 per cent of the manic- 
depressives and represent the largest num- 
ber of any single type of EEG patterns. 
Though there was some overlap in the dis- 
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212 EEGS OF SCHIZOPHRENICS AND MANIC-DEPRESSIVES [ Sept. 1942 | 
tribution of patterns, the data suggest the had slow and 32 per cent had fast alphas. term, 
trend of a difference in the types of patterns Of the remainder of the manic-depressives rangin 
between schizophrenics and manic-depres- 32 per cent had slow and only 15 per cent cycles 
sives. (See also Lemere(17).) had fast alphas. The schizophrenics have im the 
: fewer EEGs with alphas of Io to 10.5 cycles classifi 
ALPHA FREQUENCIES but double the number of EEGs with fast previo 
The alpha frequency has been defined as alphas in comparison to the manic-depres- those 
the frequency range from 8.5 to 12cycles(7). sives. This is statistically significant. nated 
The common alpha which dominates the nor- [hese findings suggest more cortical ac- patter 
mal series is from Io to 10.5 cycles and con-___ tivity among the schizophrenics as implied only, 1 
stitutes the normal baseline for alpha fre- by fast component and high percentage of vin 
quencies. Only those EEGs with alphas their “MF” and “B” types of patterns, than : Fur 
factor 
Different Kinds of Cortical Activity the ps 
= wheth 
OCCIPUT: MONOPOLAR 
N 
Ch Activity 
P 
" . . A | 
Fast Freq. Activity 
__1sec__, pomv 
Fic. 1.—A comparison of “choppy” activity with th y ha rhythm as sh wn in the “A” pattern, the entire 
fast activity in the range characteristic of “B’” and “MF” patterns as shown in the “B” patterns, and before 
“fast frequency” activity as shown at the end of the last line. ihe fi 
slower or faster than the 10 to 10.5 cycles is implied by the “A” patterns in,the manic- | “ne 
were compared or discussed, since they depressive group, but the synchronization of Jf fndin 
represent the extremes which are clearly dif- cortical activity is clearer in the “A” type sii 
ferent from the baseline. of pattern, characteristic of the manic- 
depressives, than in the “B” and “MF” type. fefini 
TOTAL PSYCHOTIC GROUP However, it is the degree of organized or v(t 
synchronized cortical activity > KEGs 
The common alpha frequencies included the EEGs disors 
which a ars ditterentiate > two groups. 
only 43 per cent of the psychotics. Of the to dir 
remainder, 30 per cent had slow alphas and \ It is 
T TAGES 
25 per cent had fast alphas. The percentage Eee an al 
of cases having slow alphas was much higher lhere was a larger proportion of low volt- | physi 
than in normals. age EEGs among the psychotics than among | super 
the normals but little significant difference i times 
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term, is disorganized and of low voltage 
ranging from approximately 26 to over 50 
cycles per second. It characterized Group ITI 
in the first published paper on the EEG 
classification of schizophrenics(10). In this 
previous paper, Group III included only 
those EEGs which were completely domi- 
nated by this quality and whose fundamental 
patterns were obliterated, and for this reason 
only, it was the smallest of the three classified 
groups described. 

Further inquiry into the presence of this 
factor has been made of the records of all 
the psychotics in this series, regardless of 
whether or not its presence dominated the 
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of patients described as _ deteriorated. 
Whether this specific abnormal electrical ac- 
tivity is evidence of deterioration, as implied 
in connection with schizophrenics, is open 
for consideration. Deterioration is not re- 
garded as a reversible condition. It is associ- 
ated with old age and progresses until death. 
Schizophrenics are often regarded as “deteri- 
orated.” Many patients in our series who ap- 
pear “irreversibly” deteriorated, have EEGs 
which are almost completely dominated by 
continuous diffuse and permanent “choppy” 
activity. These patients do not appear to be 
comparable, clinically or electroencephalo- 
graphically, to individuals who are deteri- 


TABLE II 


DISTRIBUTION OF “CHOPPY” QUALITY IN RELATION TO AGE GROUPS AND DIAGNOSES 


15-39 yrs. (111) 


No. “CH” No. 


Numerical 


Percentage 


100 50 100 


entire record. Follow-up records on patients 
before and after shock treatments revealed 
the fact that it often appeared clearly for 
the first time only after the treatments. 
More X-ray and pneumoencephalographic 
findings on some of the patients in this 
series substantiate the previous indications 
and other evidence that “choppy” activity is 
definitely associated with organic pathol- 
ogy(6, 8). It indicates poor synchronization, 
disorganization, irritation( 11), and response 
to direct stimulation of the cortex(2, 4, 18). 
It is not artefact or muscle potential. It is 
an abnormal interference with the normal 
physiological activity of the cortex and is 
superimposed on the EEG pattern, some- 
times permanently obliterating it. It may be 
diffuse or localized, intermittent, continuous 
or permanent. The “choppy”’ activity is out- 
side the range of the alpha frequency and 
those frequencies which are characteristic 
of the “MF” and “B” patterns. 

“Choppy” activity is observed in the EEGs 


40-59 yrs. (67) 


60 + yrs. (29) Sum total (207) 


“CH” No. “CH” No. “CH” 

16 9 8 126 76 

6 20 I 81 II 

22 29 9 207 87 

2 31 27 61 37 

8 69 3 39 5 

32 100 30 100 42 


orated as a result of cerebral arteriosclerosis. 
For this reason, it seemed important to con- 
sider the age factor as well as diagnosis. 
Many schizophrenics appear to deteriorate 
very early, often long before 40 years of 
age. The distribution of the “choppy” 
quality in relation to age and diagnosis is 
presented in Table II. 

The presence of the “choppy” quality in 
61 per cent of the schizophrenics in contrast 
to 39 per cent of the manic-depressives is 
striking and significant. In spite of the fact 
that the “MF” and “B” patterns with the 
characteristic fast frequency component are 
dominant in 50 per cent of the schizo- 
phrenics, and the alpha rate is fast, this 
quality is not related to either pattern or 
alpha frequency. It is beyond the range of 
both for it will be remembered that it is 
between 26 to over 50 cycles. It is this 
“choppy” activity which confirms the find- 
ings of F. A. Gibbs in his study of schizo- 
phrenics by the Grass analyser(13). In his 
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data he found a major deviation from the 
norm of the peak positions of the fast fre- 
quencies among schizophrenics just as he 
found a similar deviation in the peak posi- 
tion of the slow frequencies among epileptics. 

The figures in Table II clearly demon- 
strate that the factor of age is not related to 
the “choppy” quality, since under 40, 47 per 
cent of the schizophrenics against 3 per cent 
of the manic-depressives have “choppy” 
quality. There is further support for this 
statement. In Fig. 2, a comparison was made 
of the EEGs of an aged but normal person 
(not psychotic), patients approximately 20 


AND MANIC-DEPRESSIVES 


[ Sept. 


the central nervous system, as indicated in 
produce this 
other than 


animal experiments, often 


“choppy” activity in schizo- 


phrenics. These considerations are the same 
as those used in differentiating idiopathic 
from resulting 
from scar tissue formation following a head 
injury, or an irritative type of lesion within 
the brain. 


epilepsy epileptic activity 


DISCUSSION 


These data strongly suggest that schizo- 
phrenia as well as manic-depressive psy- 


chosis may be associated with the constitu- 


Comparisons of EEGs of Deteriorated Individuals 


Cerebral Arteriosclerosis 
WITHOUT PSYCHOSIS AGE 93 


SENILE PSYCHOSIS 77 
SENILE PSYCHOSIS 74 


Deteriorated Schizophrenics 
CATATONIC TYPE 


HEBEPHRENIC TYPE 39 


A mM /| | 


3» Occ-mMonopP. 


FI. 


years younger with senile psychosis due to 
cerebral arteriosclerosis, and deteriorated 
schizophrenics under 40 years of age. The 
“choppy” quality is lacking in the EEGs of 
those individuals whose deterioration is asso- 
ciated with cerebral arteriosclerosis and old 
age. 

It is the author’s belief that this disorgan- 
ized “choppy” activity indicates primarily an 
overstimulation or irritation of the cortex 
due to unsynchronized activity within the 
central nervous system. This hypothesis is 
supported by many animal experiments (1, 2, 
3, 4, 12, 14, 15, 16). If so, it might account 
for the apparent early deterioration in schizo- 
phrenics as a secondary effect if sufficiently 
prolonged and continuous. 

One important fact should be always borne 
in mind in the evaluation of EEGs, namely, 
that accidents, and shock treatments which 
have been used so extensively in the past 
few years, and other types of stimulation of 


tional organization of the individual. The 
“choppy” activity in the 
EEGs of the schizophrenics is suggestive 
abnormal behavior 
within the central nervous system. In the 
age group under 4o years, the percentage of 
It is 
the “choppy” activity which, when recorded 
under standard conditions(7), may serve as 
a useful factor in making a differential diag- 
nosis in a group of psychotics, provided in- 
quiry is made into the history, and extrane- 
ous factors ruled out. There is strong sup- 
port for this statement in the results of 
experiments with mescalin on normal indi- 
viduals : 


high percentage of 


of disorganized and 


this disorganized activity is highest. 


In March 1938, experiments on the effect 
of mescalin were undertaken by Dr. Sulz- 
bach of McLean Hospital and the author, on 
normal individuals (as yet unpublished) and 
have been referred to in a previous paper(6). 
The object of these experiments was to 
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study the schizophrenic-like responses to this 
drug and to follow the EEG activity which 
was continuously recorded throughout the 
experiment. The standards of amplification 
in 1938 were lower when recording EEGs, 
than they are at the present time but in 
Fig. 3 the development of the “flat” rec- 
ord, as it was described previously, can be 
seen as the schizophrenic condition devel- 
oped experimentally. In the last two lines 
of this figure, it is possible to observe the 
definite “choppy” quality in spite of the low 


central nervous system. This might suggest 
that, internally, heavy demands ate being 
made on the schizophrenic’s ability to adapt 
to this poorly organized but active internal 
environment. The consequence of this may 
lead to an inability to master the conflict be- 
tween impulses coming from the external 
environment, and those within, causing the 
schizophrenic to withdraw to inner world 
demands, which are completely outside his 
control. 

If such were the case, the activity present 


Mescalin 


Normal subject 


Occiput to ears 


Control, before injection 


le EYES OPEN 


0 483-2 3-14-36 


[100 


4 min. after injection Talking, eyes closed 


Ihr. 10 min. Quiet, eyes closed 


Ihr. 29min. Visual hallucination; quiet, eyes closed 


2 hr. 18 min. Hallucinations, eyes closed 


3 hr. 32min.” Catatonic’extension of arm for \Omin. Talking continuously 


Fic. 3. 


amplification of the record. The author con- 
firmed this finding by a re-examination of 
all of the original records. The “choppy” 
quality, which obliterated the “A” pattern of 
this subject was clearly demonstrated during 
the time when he behaved clinically like a 
schizophrenic, thoroughly occupied with his 
own internal world into which he had tem- 
porarily withdrawn, and which faded out 
along with the “choppy” activity as the 
mescalin eventually wore off. 

This experiment and a few others which 
were performed and also bear out these find- 
ings seem to give added significance to the 
importance of this quality. It suggests 
strongly that the schizophrenics as a group, 
unlike the manic-depressives, particularly the 
depressed group(9), appear to be under- 
mined by internal overactivity, overstimula- 
tion, or a lack of organization within the 


within the EEGs of some schizophrenics 
might help to evaluate the effect of stimula- 
tion as done in total-push or even shock 
treatments ; or the effects of leaving the pa- 
tient to his own devices if he shows a ten- 
dency to do definite work which keeps his 
attention successfully focussed within a nar- 
row range. It is already our experience that 
when the EEGs of a mental patient are slow 
and disorganized, the patient may be con- 
fused. It has been found useless to force 
him to organized activity in such a condi- 
tion. Conversely, when the EEG is domi- 
nated by “choppy” activity the patient ap- 
pears to be too overloaded by the disorgani- 
zation within his central nervous system to 
cope with the outside environment. Demands 
made on such a patient have been observed 
to put him at an even greater disadvantage. 

This comparative study gives definite leads 
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to further study of schizophrenia and demon- 
strates the usefulness of the present crude 
measurement system in recording the cen- 
tral nervous system activity. It supports the 
hypothesis that the condition may be inherent 
or recognized at an early age. Electroen- 
cephalograms clearly demonstrate that the 
condition is not primarily one of physio- 
logical sluggishness even though it may 
eventually result in the typical picture of the 
back-ward schizophrenic. 


SUMMARY 


A comparative study of a group of EEGs 
of 126 schizophrenics and 81 manic-depres- 
sives revealed significant differences in the 
distribution of certain measurable factors. 
The distribution of the types of EEG pattern 
in the total psychotic group showed that 27 
per cent had “A” types of pattern and 24 
per cent had “MF” types. These percentages 
were lower than among “normals.” 

The “MF” and “B” types of patterns were 
almost equally distributed in the schizo- 
phrenics and included 50 per cent of the en- 
tire group. Since these two types of pattern 
have a fast frequency component in common 
which differentiates them from other types 
of patterns, they were combined as one for 
purposes of comparison. By contrast, 36 per 
cent of the manic-depressive group had “A” 
types of patterns which represented the larg- 
est number of any one type of EEG pattern. 

The common baseline for alpha frequen- 
cies among “normals” is Io to 10.5 cycles. 
Only 43 per cent of the total psychotic series 
had alpha frequencies in this range. Of the 
remainder 29 per cent of the schizophrenics 
had alphas slower than 10 cycles, and 32 per 
cent had alphas faster than 10.5 cycles. Of 
the manic-depressives outside the baseline 
alpha range, 32 per cent had slow alphas and 
only 15 per cent had fast alphas. Schizo- 
phrenics were found to have fewer EEGs 
with alphas of 10 to 10.5 cycles but twice the 
number of fast alphas, in contrast to the 
manic-depressives. 

The findings suggest more cortical activity 
among the schizophrenics, as implied by the 
fast component and high percentage of 
“MF” and “B” types of patterns, than by 


| Sept. 


the “A” types of patterns characteristic of 
the manic-depressive group. The synchro- 
| cortical activity, however, is 


clearer in the “A”’ 


type of pattern and it is 
the degree of synchronization of cortical ac- 


tivity in the EEGs which appears to differ- 


entiate the schizophrenics from the manic- 


y” activity(10), 
cy range than the 


which is in a faster frequency 
last frequencies characteristic of the “ME 
and “B” types of patterns, or fast alpha fre- 
quencies, was found in 61 per cent of the 
hrenics in contrast to 39 per cent of 


SCNIZO} 
the manic-depressives. These findings are 
striking and significant since they are not re- 
lated to type of pattern, alpha, or the factor 
The “choppy” activity is regarded by 


Ot oe 


the author as indicating, primarily, overstim- 
ulation or irritation of the cortex, which is 
to unsynchronized activity within the 
central nervous system. This hypothesis is 
supported by animal experiments(I, 2, 3, 4, 
12, 14, 15, 16). With this assumption, it 
might account for apparent early deteriora- 
tion in schizophrenics as a secondary effect 
of prolonged or continuous ove ractivity. It 
47 per cent of 
3 per cent of 


was found to be present 
the schizophrenics and onl 
the manic-depressives under 40 years of age. 

Comparison of the EEGs of old persons 
suffering from cerebral arteriosclerosis, and 


deteriorated schizophrenics under 40 years, 
showed that this “choppy” activity is not 
associated with old age nor cerebral arterio- 
sclerosis. 

Experiments with mescalin on “normal” 
individuals, by Sulzbach and the author, 
(not yet published) demonstrated the occur- 
rence of the “choppy” activity with the ap- 


pearance of schizophrenic-like symptoms. 


As the mescalin wore off both the “choppy” 
activity and the schizophrenic-like symptoms 
began to fade out at the same time, and the 
subject became normal again. 

These findings give definite leads to a 
further understanding of schizophrenia and 
support the hypothesis that schizophrenia 
may be inherent, or recognized at an early 
age. The EEGs clearly demonstrate that 
the condition is primarily, not one of physi- 


ol ical sluggishness. 
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UNIDIRECTIONAL ELECTROSTIMULATED CONVULSIVE THERAPY 


I. THe Errect oF WAVE Form AND STIMULUS CHARACTERISTICS ON THE 


CoNVULSIVE Dose 


EMERICK FRIEDMAN, M.D., M.S. 


Norwich State Hospital, Norwich, Conn. 


In a previous report on this subject(1) it 
was determined that unidirectional wave 
forms were effective in producing human 
convulsive reactions by transcranial stimu- 
lation through the intact skull. A method 
was described to measure accurately the 
amount of electricity transmitted through the 
patient during the treatment. The convulsive 
dose of various unidirectional wave forms 
particularly the half-sine rectified type, was 
much lower than the doses reportedly neces- 
sary by the use of alternating current appa- 
ratus. Expressed more broadly, unidirec- 
tional electrostimulation seemed to offer a 
much larger investigative scope as regards 
localization, definition of dosage, in addition 
to lower dosage, than the use of presumably 
an overwhelming, rapid shock-dose technique 
as described in the Cerletti-Bini routine (2, 3, 
4, 5). Two other features were apparent in 
the previous work: first, from the practical 
standpoint, unilateral temple-vertex electrode 
placements gave optimal convulsive reac- 
tions;? and second, that brief repetitive 
stimuli were subjectively better tolerated 
than longer though less intense stimuli. 

The present investigation was made to 
determine the effect of wave form and 


1 Read at the meeting of the Massachusetts So- 
ciety for Research in Psychiatry April 21, 1942. 

2 Admittedly a number of other leads were just 
as effective though not nearly as practical. For 
example, the pharyngeal-vertex, the bi-occipital, the 
shoulder-vertex (using a large negative pole on the 
shoulder or back) electrode placements have been 
tried in a number of cases and found to be quite 
effective and the corresponding convulsive doses 
just as low. But each of the placements seemed to 
have special disadvantages. Cooperation of the 
patient was usually difficult to obtain to place an 
electrode in the oropharyngeal mucosa. Unusually 
severe inspiratory gasps resulted from low bi- 
occipital placements, suggesting medullary stimu- 
lation. Shoulder-vertex directions were deemed 
inadvisable when simultaneous Ekg. tracings indi- 
cated passages of current through the cardiac axes. 
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convulsive 
purpose of this work is 
to provide a standard procedure which will 
produce convulsive reactions at the lowest 


possible 


characteristics on the 


dose. The ultimate 


dosage of electrical energy. 


PROCEDURE 


The case material in this study included 
176 hospitalized psychiatric patients, male 
and female. The age ranged between 16 and 
58 years with the majority, 83 per cent, be- 
tween the third and fourth decades. Dura- 
tion of hospitalization, diagnoses and thera- 
peutic results are considered in a later paper. 

All patients were carefully checked from 
the physical and laboratory standpoints in- 
cluding thoracic x-rays and Ekg. studies. 
Exclusions were made on a basis similar to 
that followed in other forms of irritative or 
shock therapies. Although more reactions 
were induced, the present report deals only 
with the 2,746 grand mal type of convulsive 
reactions induced by unidirectional electro- 
stimulation through left temple (negative 
pole )—vertex (positive pole) leads. In all 

patients neither sedative 
nor stimulant medication throughout their 
courses of electrostimulation therapy. In all 
but a very few instances, sedatives had not 
been administered within a 
treatments were started. 


cases, received 


week before 

The basic apparatus used in most of our 
work has been described in the previous 
paper(1). The addition of some mechanical 
features was made in order to control the 
timing and to break up the basic wave pat- 
terns into “bursts” of impulses.* 


8 The basic features mentioned as well as timing 
integration and commutator interval interruptions 
are embodied in the Reiter electrostimulator model 
CW—which was employed in these investigations 
as soon as the individual features were checked 
separately. 
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Type A. 1. STIMULATION 


The so-called type A. I. wave form was 
previously described(1). Briefly, it may be 
characterized as half-sine, rectified waves, 
6o/sec. A tracing of this wave form made 
by an adjusted galvanoscope is shown in 
Fig. 1. Twenty patients received 154 con- 
vulsive doses of this type. The technique 
was essentially the same as described pre- 
viously(1), but is repeated here for con- 
venience. The patients were given their 
treatments three times each week in a large 
room holding 35 surgical beds. All were in 
bed before treatments were begun and were 
screened from each other by movable screens. 
At the time of treatment the bed was ad- 
justed to hyperextend the thoracic spine. 
Electrodes, made of block tin, circular in 
shape and about 2 cm. in diameter with small 
projecting lip for alligator clip attachments 
from the apparatus, were held to the scalp 
areas by elastic bands. The contact medium 
was a I per cent saline tragacanth gel. The 
negative electrode was placed over the left 
temple just anterior to the ear lobe and the 
positive electrode over the vertex of the skull 
at the midline. The rheostat was adjusted 
so that 15 to 20 mA. of current was de- 
livered. By means of the hand switch the 
current was flicked on and off three to ten 
times as rapidly as the operator could 
manipulate it. The patient was observed to 
go into generalized tonus when the current 
was on, with immediate relaxation when the 
current was flicked off. The convulsive 
threshold was marked by persistence of 
tonus, conjugate deviation or fixation of 
eyes and eyelids. This would be followed by 
a typical epileptiform convulsive reaction. 
If a convulsion was not induced by a given 
series, the patient would be allowed to rest 
for several minutes usually until respirations 
were again regular. The series would then 
be repeated with the rheostat adjusted to 
deliver an additional 5 to 10 mA. If a con- 
vulsive reaction did not ensue after a series 
of flicks was repeated three or four times, 
the treatment would be stopped for that day 
and resumed on the next treatment day em- 
ploying again increments of 5 to 10 mA. 
The convulsant dose was estimated in these 
cases in terms of mA. readings x num- 
ber of flicks X 0.15 second. The last figure 


was derived after numerous trials at manipu- 
lating the hand switch and the determination 
that each flick took 0.15 second within 10 
per cent of error. Later in this work, a self- 
starting chronometer was wired through the 
hand switch. This gave more accurate mea- 
surement of the total time of stimulation 
and provided prolonged individual stimuli 
without the need of approximating the 
duration of the stimuli by means of repeti- 
tive manual flicks of the switch. 


Type A. 2. STIMULATION 


By the insertion of a “make” commutator 
into the basic circuit and adjusting its speed 
so that type A. I. current is interrupted 
rhythmically at a rate of 10 per second, a 
wave form is obtained which comes through 
to the patient in bursts of 1/20 second with 
intervals of 1/20 second.* In other words, 
the original 60 waves per second of type A. I. 
current pattern is broken up into equidistant 
groups of 3 waves each. This pattern is 
readily seen in Fig. 2. In trials with type 
A. 2. wave form, 122 patients received 1,735 
induced convulsions. The technique was 
essentially the same as described above ex- 
cept that accurate timing of the duration of 
the stimulation was done at first with a 
standard impulse counter (Cenco) ; later by 
means of the chronometer synchronized with 
the hand switch. In the former method the 
counter was wired in series with the com- 
mutator and would add up the total number 
of impulses or bursts of stimuli given to the 
patient. Calculation of timing was done by 
multiplying the number of impulses by 1/20 
sec. (the duration of each impulse of cur- 
rent). In all of the trials, it was attempted 
to deliver convulsive doses in terms of the 
lowest possible milliampere-second amounts. 


*The commutator setting of 10/sec. was not 
arbitrary. Numerous trial stimulations with the 
settings varied at 3 to 5/sec. to 25 to 30/sec. brought 
about definite protests of discomfort from the pa- 
tients, besides demonstrating an inordinately high 
convulsive dosage as compared to type A. 1. current. 
At 3 to 5/sec. interruptions the individual bursts 
could be noted by the patients and much vocaliza- 
tion would be attempted causing in turn biting of 
the lips and tongue when the impulses came through. 
At 25 to 30/sec. the pre-convulsive motor responses 
were so irregular and jerky in intensity and rate 
that it was felt that a type of inhibition similar to 
the Wedensky phenomenon was taking place. 
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To do this, a patient would be started at a 
reading of about 10 mA. for about 0.5 sec. 
If this dose was found insufficient, increases 
were first made in the duration in increments 
of 0.3 to 0.5 sec. and then in the intensity in 
increments of 5 mA. until the convulsive 
reaction was induced. 


Type C. 2. STIMULATION 


The so-called type C. 1. wave form origi- 
nally derived from the apparatus described 
in the previous work(1) may be designated 
briefly as slightly smoothed (filtered), recti- 
fied waves, 60/sec., with the wave decadency 
slowed so that the current barely reaches 
zero before the next wave begins. An oscillo- 
graphic photograph of this wave is given in 
Fig. 3(a). Type C. 2. wave form is obtained 
by inserting a make commutator into the 
circuit and adjusting it to interrupt at 10 per 
sec. The resulting impulse bursts are fairly 
similar to the type A. 2. pattern (Fig. 3b). 
With this form, 50 patients received 270 con- 
vulsive reactions administered by the same 
technique as noted for type A. 2. stimulation. 


Type C. 3. STIMULATION 


As stated in the previous study(1), the 
use of brief, repetitive stimuli are better 
tolerated subjectively than more prolonged 
though less intense stimuli. The difficulty in 
estimating the duration of the flicks of the 
hand switch as described under type A. I. 
stimulation was overcome by the use of the 
synchronized chronometer. It was thus be- 
lieved advisable to attempt to break up the 
type C. 2. current pattern still further by 
means of flicks of the hand switch and the 
chronometer would add up the total duration 
of a given series of stimuli. Type C. 
stimulation was designated by type C. 
impulses further interrupted by the hand 
switch. Fig. 4 is a galvanoscope tracing of 
this pattern. There were 48 patients who 
were given 587 convulsive reactions with 
type C. 3. stimulation. 


> 


RESULTS 


Tables I and II outline the trials with the 
four different unidirectional types of electro- 
stimulation. If one considers relative quan- 
tities of electrical energy delivered to the 
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patient in terms of milliampere-seconds 
(product of milliamperes and duration of 
stimulation) these unidirectional types of 


stimulation induced convulsive reactions at 


much lower doses than reported necessary by 


the use of the alternating current apparatus 
in most instances (2, 3, 4, 5). This confirms 
the results of the previous paper on this 
subject. 
TYPE A. I. 
Chis type of stimulation gave convulsive 


doses scattered through all designated groups. 
Out of 154 convulsions tried with type A. 1., 
104 or practically 68 per cent were obtained 
at doses of 50 mA.-sec. or less, while 61 per 
cent were obtained at doses between 26 to 
50 mA.-sec. Practically 45 per cent of trials 
occurred at the 46-60 mA. level. 


As 2 


The 
ruptions in the primary type A. I. wave form 
to produce type A. 2. stimulation brought 
about convulsions at definitely lower levels 


use of the 10/sec. commutator inter- 


of intensity. Slightly more than 70 per cent 
trials reacted at the 16 to 30 mA. 
At the same time, over 83 per cent 
required doses of 50 mA.-sec. or less with 


of the I,735 
level. 


> 


er cent in the 26-50 mA.-sec. group and 


i 
31 per cent requiring I-25 mA.-sec. 


This type of stimulation, made up of a 
wave form that covers 1/60 sec. on the base 
line as compared to 1/120 sec. of type A. I. 
with commutator interruptions similar to 
type A. 2., did not differ significantly from 
the latter in convulsive dosage or in level of 
Practically 72 per cent 
of the 270 trials required 16-30 mA., while 
the trials, the dose was 
found to be 50 mA.-sec. or less with 24 per 


cent in the 1-25 mA.-sec. group. 


amperage required. 


in 66 per cent of 


TYPE C. 3 


The further interruption of the type C. 2. 
pattern by rapid manipulation of the hand 
switch necessitated elevation of the intensity 
level. It was noted that 82 per cent of the 
587 trials required 46-90 mA. Yet the 
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(a) Modified galvanoscope tracing of type A. I. wave form. Standard Ekg. and time marking paper 


were used for this and the other galvanoscope tracings in this work. 


(b) Oscillographic photograph illustrating the wave form characteristics. It is noted that these are 


essentially half-sine waves at 60/sec. with time intervals of 1/120 sec. and free intervals of 1/120 sec. 
the base line. 


Fic. 2. 


Type A. 2. wave form. Tracing made by modified galvanoscope shows bursts of 1/20 sec. 
intervals of 1/20 sec. and the grouping of the original 60/sec. waves into 3 wave impulses. This 
grouping occurs when a make commutator interrupts the type A. I. waves at 10/sec. 
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PLATE 9 


— 
Fic. 3. 
(a) Oscillographic photograph of type C. I. wave form. Time interval is 1/60 sec. at the base 
line. This wave form may be described as a slightly smoothed, rectified wave. The wave decadency is 


slowed so that the current barely reaches zero before the next wave begins 

(b) Modified galvanoscope tracing of type C. 2. wave form. Impulse bursts 
free intervals of 1/20 sec. are apparent. Although the primary type C. 1. 
sec. on the base line as compared to 1/120 sec. of type A. 1 
ing of these waves into impulses lasting 1/20 sec. 


‘ 


lasting 1/20 sec. with 
form measures 1/60 


, no difference in pattern is noted in the group- 


wave 


C. 3. stimulation. This type consists of the type C. 2. pattern further 
interrupted by manipulation of the hand switch. Note that at times the switch may be turned on or off 


before a 10/sec. commutator impulse has begun or has subsided. 


Fic. 4. 


Galvanoscope tracing of type 
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TABLE I. 
EFFEcT OF WaAvE Form on Convutsive Dose: DISTRIBUTION OF INTENSITY AND DURATION 
Seconds 1-15 mA, 6-30 mA. 31-45 mA. 46-60 mA. 
7 19 6 2 
12 44 28 70 154 
A. 2 
= 177 1,216 232 IIO 1,735 
= 
: Seconds 16-30 mA. 31-45 mA. 46-60 mA, 61-75 mA. 76-90 mA. 
= 7 79 196 82 84 
4 14 59 25 17 
ase II 96 267 109 104 587 
is 
TABLE II. of electricity for this purpose, the writer felt 
vith RELATION BETWEEN Wave Fora aNnp Convutsive that a considerable amount of work should 
~~ Dose: DISTRIBUTION OF MA.-SEC. be devoted to a technique that will induce 
up- 


QUANTITIES convulsive reactions under more _ nearly 


Type of stimulation physiological conditions. From the previous 


Do 

mA.-Sec. ‘ah A. 2. C. 2. c.3; work on the subject(1), and from the 
af present findings with unidirectional electro- 
. stimulation, rather definite threshold con- 

10 537 65 466 

04 900 113 116 Vulsive doses in terms of mA.-sec. levels 
i was 27 210 74 5 could be determined for each patient. These 
76-100....... 21 68 16 © doses were in most trials much lower than 
6c 2 II 2 Oo 


reported necessary by the use of the alter- 
nating current apparatus. 


durations of stimulation were more than 
correspondingly lowered so that in practically 
all the trials the final dose was found to be 
50 mA.-sec. or less, with practically 80 per 
} cent occurring in the 1-25 mA.-sec. group. 


Unidirectional electrostimulated threshold 
convulsive doses were determined in intact 
animals by Putnam and Merritt(6). They 
employed practically square waves. In 20 
trials (not listed in this paper) the convul- 

: sive dose with square waves in our cases 
off was found to range 2 to 5 times as high as 


Inasmuch as a number of workers(2, 3, 
4, 5) are employing the alternating current 
apparatus for inducing therapeutic convul- 
sions and are using relatively large amounts 


those noted in type A. 1. stimulation. 
Analysis of the results indicated several 

features. As in other work on neuromuscular 

stimulation, the proper relationship between 


| 


22? 


> 
~ 


intensity and duration must be adhered to in 
obtaining threshold convulsive doses. Within 
limits, any of the types of stimulation noted 
above could be adjusted so that convulsions 
would be induced at any of the mA. group- 
ings if the durations were proportionately 
adjusted. In other words, a stimulation pro- 
cedure could be arranged that would be quite 


4S. F 
Staensth Levels 
of 
4ol , Convulsive Dose 
case * 3), 
35. 
25] 
& 
1S. 
mA. 


3 6 1S LB Bl 24 27 30 33 36 
sec. 


Fic. 5.—Strength-duration values in treatment 
procedure in case 31 with type A. 2. stimulation. 
Note that mA. levels could be varied from 12 t 
46 mA. with durations varying from 0.3 to 3.6 sec. 
Increases in effective mA. seemed to bear an almost 
hyperbolic relationship to duration. 


similar to work on nerve-muscle chronaxie. 
Such a case is illustrated in Fig. 5, wherein 
a patient was given different intensities for 
variable lengths of time. 

For practical purpose, however, such an 
extensive survey of individual psychotic 
cases as illustrated above may not be fre- 
quently repeated. The total number of in- 
duced convulsions in almost all cases did not 
exceed 25. Patients were also susceptible to 
changes in types of stimulation while under 
treatment. This applied particularly to 
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stimulation that utilized longer durations and 
intensity. The therefore, of 
the four types employed in this work indi- 


lower results, 
cated the range of dosage that may be ex- 
pected in their use in ordinary convulsive 
therapy. 

The accurate estimation of threshold con- 
vulsive dose was quite simple in unidirec- 
ional stimulation inasmuch as the time pro- 
cedure was a passive one wherein the patient 
was directly observed during the stimulation 
and when the threshold reached, the 
The amper- 
d also during the procedure 
- current assing through the 
n, the alternating cur- 


was 


age level was note 
I was ] 
In compari 
rent jue of Cerletti and Bini requires 
the administration of relatively large amper- 
second doses in a 
procedure 
thus would seem to be limited to the adminis- 


age in single split 


pre- 
determined manner. The latter 
tration of large amounts of electricity which 
must somehow expended in passing 
through the With unidirectional 
stimulation, furthermore, there appears to 
be a much wider investigative field as, for 


be 
cranium. 


example, regarding work on localization, re- 
lationship between convulsive dose and psy- 
and the or 


antagonistic agents. 


chosis effect of synergistic 
dose of the 
four types of electrostimulation investigated 


The differences in convulsive 


the character of 
the impulse bursts rather than on wave form 


seemed to depend more on 


per se. 

Type A. I. stimulation produced convul- 
sions at mA. levels close to levels of type 
C. 3. Type A. 2. and type C. 2. resembled 


each other in this respect ; however, with the 
latter the mA. bracket 
practically twice as frequently. The neces- 
S1Ty 


was in the lowest 
for higher levels of intensity in type 
stimulation was much more than offset 
by the decrease in duration so that final mA. 
sec. values were predominantly in the lowest 
group, I-25 mA. sec. 

Subjectively, patients displayed practically 
the same reaction with type A. 1., A. 2., and 
C. 2.; because of relatively increased dura- 
tions they were able to recall practically all 
of the preconvulsive state. With this recol- 
there occurred anxiety 
states of variable intensity reaching, occa- 
sionally, aggressive resistiveness. Type C. 3. 
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stimulation was given in rapid repetitive 
“flicks” and patients had no recollection of 
the treatment procedure. Instead, they 
exhibited the usual phenomenon of asking 
“whether the treatment had been given yet”’ 
for several minutes after the administration. 
From the experiential data offered by pa- 
tients who had both type C. 3. and one or 
some of the other types, the preference was 
practically unanimous for type C. 3. Another 
item characteristic of unidirectional electro- 
stimulation was noted: there was no special 
difficulty with postconvulsive resumption of 
respiration. In most instances, respirations 
were audibly active before the clonic phase 
of the convulsive reaction had subsided. 


CONCLUSIONS 


1. Unidirectional electrostimulation was 
therapeutically applied in convulsive doses to 
176 hospitalized psychiatric patients. The 
present report covers 2,746 convulsive reac- 
tions induced through left temple (negative), 
vertex-of-skull (positive) electrode place- 
ments. 

2. The threshold convulsive dose, ex- 
pressed in milliampere-seconds (product of 
intensity and duration of stimulation), was 
determined for four different types of uni- 
directional electrostimulation. The technique 
for obtaining threshold convulsive doses was 
described. 

3. Type A. I. stimulation consisting of 
rectified waves at 60/sec., each wave lasting 
1/120 sec. with intervals of 1/120 sec. was 
tried in 154 instances. Practically 68 per cent 
of the trials gave convulsive thresholds at 
50 mA.-sec. or less, with 45 per cent requir- 
ing intensity level of 46-60 mA. 

4. Type A. 2. stimulation, designated as 
type A. I. waves interrupted by a make com- 
mutator at 10/sec. giving rise to impulse 
bursts of 1/20 sec., was tried in 1,735 in- 
stances. In 83 per cent of the trials the con- 
vulsive dose was 50 mA.-sec. or less with 52 
per cent in the 26-50 mA. sec. group and 
31 per cent requiring 1-25 mA. sec. The 
intensity level was in the 16-30 mA. group 
in over 70 per cent of the trials. 

5. Type C. 2. stimulation is described as 
10/seg. commutator interrupted type C. 1. 


wave form. Type C. I. is a 60/sec., slightly 
smoothed (filtered) rectified wave form, 
-ach wave lasting 1/60 sec. with no interval. 
Of the 270 convulsive doses by type C. 2. 
stimulation, 66 per cent occurred at 50 mA.- 
sec. or less, with the intensity level in the 
16-30 mA. group in 72 per cent of the trials. 

6. Type C. 3. stimulation, described as the 
type C. 2. form further interrupted by rapid 
manipulation of the hand switch, was given 
587 trials. Of these, practically all occurred 
at doses of 50 mA. sec. or less, with 80 per 
cent at 1-25 mA. sec. This markedly low 
convulsive dose more than offset the higher 
intensities required (46-90 mA. in 82 per 
cent of the trials). 

7. Unidirectional electrostimulation seemed 
to offer convulsive doses markedly less than 
required by techniques utilizing the alter- 
nating current. 
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UNIT REACTION STATES IN OCULOGYRIC CRISES! 


ALBERT A. ROSNER, 


The relationship of the physical aspects of 
epidemic encephalitis to the mental aspects 
of the disease has never been clearly under- 
stood. Under certain conditions, however, 
the inter-relationship of neuropathology, 
physical symptoms and mental symptoms 
is suggested by the total clinical picture. Dis- 
organization at vegetative levels, for ex- 
ample, may be reflected in a high incidence 
of mood disability(1). Psychotic reaction 
patterns are particularly apparent during 
periods of exacerbation(2, 3). Oculogyric 
crises frequently dramatize the intimate re- 
lationship between motor and psychological 
mechanisms(1I, 4, 5). From this standpoint, 
they may be considered as a specific kind of 
paracortical disturbance. 

These ocular phenomena have been vari- 
ously described as visual fits (Fischer), 
crises oculogyres (van Bogaert, Bing and 
Schwartz), and tonic eye fits (Wimmer). 
They are characterized by recurrent episodes 
of concomitant ocular fixation during which 
the eyes are usually rotated upward. Less 
frequently, the eyes are fixed in a lateral 
direction; downward fixation is also possi- 
ble. Rarely, the direction of rotation changes 
during the fit. Occasionally, tonic twitching 
of the eyeballs is observed during the course 
of the attack. Involuntary blinking is com- 
mon. As the eyes turn up, the head and 
spine are often forced into hyperextension 
and the patient falls if not supported. Con- 
sciousness is preserved, though frequently 
clouded. Attacks may last a few minutes or 
a few hours. Marinesco(6) and Stengel(7) 
ascribe the condition, in part, to dysfunction 
of the vestibular system. Muskens(8) sus- 
pects a lesion in the region of the posterior 
commissure. 

Of singular interest, aside from their ex- 
plosive character, is the fact that a wide 
variety of alarming mental symptoms may 
dominate the clinical picture during the 


1From the Department of Medicine, Columbia 
University, College of Physicians and Surgeons, 
the Neurological Institute of New York, and the 
Matheson Commission for Research in Epidemic 
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ocular spasms. These psy- 
likely to be more 
terrifying to patients than are the physical 
The mental dis- 
with the cessation of 
the attack, though reverberations may be 
experienced from time to time during the 
inter-paroxysmal period. 


course of the 
] 


chiatric upheavals are 


aspects of the seizures. 
turbance disappears 


Case 1. M. S., age 30. Female. Chronic epi- 
encep tis wit crises associated 
7 tion states hich ps motor excite- 
ment, bisarre behavior patterns, personality change, 
hsessive-compulsive ideas and dysphasia are promi- 

y displayed 


Family history: No nervous or mental disease. 
Past history: Normal < history 


with no serious illness until 1918 at which time 
she had an acute febrile episode with delirium and 


nypersomnoience 


levelopmental 


1 acute epidemic en- 
cephalitis. Parkinsonism did not become apparent 
came under 
“ommission. 
Examination upon her admission to the Neuro- 


logical 


Diagnosis: 


until ten years later at which time s| 


the supery ision of the Matheson ( 


Institute demonstrated the presence of a 


left hemiparetic type of Parkinsonism accompanied 
by hemiballismus involving the left upper and left 
lower extremity. Amimia, infrequent blinking, 


hypersalivation, cog-wheel rigidity and loss of asso- 
ciated movements were all in evidence. 

Course: In 1930 appeared. 
They occurred on the average of two times a week. 
They were noted to occur particularly at the time 
of the menses and also while the patient was at 
stool. been severe, last many 
hours, and leave the patient physically debilitated. 
She can recall details of what occurs during her 
offer no explanation for her 
activities while they prevail. She has learned to 
anticipate her spells by reason of premonitory signs 


oculogyric crises 


They have always 
episodes but can 


like headache, lassitude and a feeling of increasing 
tension. When the expected attack fails to ma- 
terialize the patient “tries t it over with,” 
especially if it is destined to interfere with social 
Between spells the 
patient is pleasant, friendly, physically active and 
socially competent. She appears to have made an 
excellent adjustment with regard to her illness. 
Bizarre behavior patterns, personality change. 
With the onset of the oculogyric crises the patient 
becomes restless and excited. She screams, cries, 
laughs, flings herself about. In bed, she writhes, 


oO get 


or other desirable activities. 


twists, covers her eyes with her fingers, buries 
herself under blankets, alternately covering or 


exposing herself in a semi-volitional fashion. This 
is in marked contrast to her usual very prudent 
behavior. During a recent attack, she ran naked 
through the house, smashed a bottle of milk after 
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attempting to drink from it with the cap on, danced 
grotesquely on the kitchen floor, spewing milk 
about, and then crept noiselessly from room to 
room peering into corners and closets as though 
in search of something. 

Her attitude toward her mother undergoes a 
startling change during attacks: ordinarily very 
solicitous, her otherwise latent aggression makes 
itself apparent not only by constant contradiction 
of her mother’s every suggestion, but by physical 
acts of violence. On one occasion, she attacked 
her mother with a hair brush and on another at- 
tempted to choke her to death. 


Obsessive-compulsive ideas. 


During the course 
of her attacks, the patient is frequently prompted 
to recall the name of a theatre at which she used 
to attend as a very young child. Despite all her 
efforts, during which she spends many miserable 
hours in futile concentration, she has never suc- 
ceeded. During a recent spell, while staring out 
of her living-room window, she found herself 
counting the floors of the building opposite. She 
thought, “there are six floors in that building. 
Add one, makes seven. One, two, three, four, five, 
six, seven—all good children go to heaven.” The 
jingle was displaced from consciousness only after 
considerable effort and voluntary distraction. Dur- 
ing spells, she is subject to repeated “false calls” 
to move her bowels. Ruminative tendencies become 
especially marked while at stool. “I sit for hours 
thinking about all sorts of things. I think about 
numbers and letters, I can’t get them out of my 
mind, I add them, subtract them and multiply 
them.” On one occasion, she was compelled to 
repeat to herself, “Why don’t I love my mother 
like I do my daddy ?” 

Dysphasia. When the crises occur the patient’s 
ability to talk becomes seriously impaired. She 
resorts to a primitive monosyllabic mode of ex- 
pression in which repetitiveness and reiteration are 
strikingly featured. Certain characteristics of her 
mode of expression may be gathered from the 
following excerpt recorded during the course of 
a recent attack: 

The patient lies in bed. 
continuously. Eyes undulate in a vertical plane 
and tend to remain in upward fixation. Face 
flushed. Pupils widely dilated. V oice loud and shrill 


Restless, moves about 


if...., if (covers eyes with her hands). 


I don’t know enough. I don’t know enough. 


(Laughs). I, P, IP, MI, OP, MI, (covers her- 


BO...., he face 
away, buries head in pillow). If...., if.. 

(screams). D...., E ., F (sits up in 


bed). I don’t know enough. I don’t know enough. 
TMY, TNY, save, 
save, save, TNZY” (buries herself beneath 
blankets). 

Interpreting her behavior in retrospect: “All 
the time I talk, my mind is thinking of letters. 


5 


I remember when you came in and talked to me. 
I turned my face away because I was afraid I'd 
yell something. I remember when my mother put 
on the lights. I got the urge on me and had to 
scream or yell or die.” 

Regarding her language: “I can’t speak in sen- 
tences. I used to when I was a little girl. I used 
to give long monologues and thrilled my sister. 
I used to be able to sing, too, but not now. 
only get my thoughts out.’ Save, save, save means 
‘save to be.’ I don’t know what that means, it 
just came out by force. TMY means ‘strength to 
me. Straighten out your right foot. TNZY means 
‘I saw a light on my left side . so I straightened 
out my right foot and felt much better” TRY 
means ‘right side DMY means the same thing 
on the left side.” 


Case 2. I. K. Age 37. Female. Chronic epi- 
demic encephalitis with oculogyric crises associated 
with reaction states characterized by obsessive- 
compulsive symptoms, paranoid ideas and an unusual 
disturbance in the sense of time. 

Family history: No nervous or mental disease. 

Past history: Normal birth, usual childhood 
diseases, including influenza at the age of four and 
diphtheria at five. At thirteen she is said to have 
“fainted” at school—cause undetermined. Menses 
at thirteen. Married at eighteen, pregnant three 
times. One miscarriage, two living children. 

When twenty-one years old, in 1926, she con- 
tracted an upper respiratory infection with head- 
ache, sore throat and malaise. No delirium, 
diplopia or disturbance in sleep rhythm were noted 
at that time. Thereafter, she suffered from severe 
headache, frontal in character, occurring two or 
three times per week, persisting from twelve to 
twenty-four hours at a time. These persisted 
for many years, but are less prominent now. In 
1928, gradual slowing of motor activity became 
apparent. This was followed by stiffness and 
tremor of her extremities, gait disturbance, hyper- 
somnia, hypersalivation, amimia, difficulty in con- 
centration and depression. 

Course: In February, 1931, six months after 
she came to the attention of the Matheson Com- 
mission her oculogyric crises appeared. Spells 
occur nine or ten times a month, last from three 
to fifteen minutes. Eyes are generally rotated up- 
ward, occasionally exhibiting coarse nystagmoid 
movements in a vertical plane. Sometimes the eyes 
become fixed in a downward position. There is a 
noticeable association with the menstrual periods. 
During the menstrual week, attacks have occurred 
two and sometimes three times a day. 

Since the onset of the oculogyric spells the 
patient has exhibited an affect disturbance charac- 
terized by persistent melancholia. She complains 
of difficulty in concentration, though memory re- 
mains intact. There is no evidence of gross 
sensorial defect. During intervals between her 
spells her personality shows only moderate de- 
parture from the normal: she complains of 
irritability, lack of initiative, a tendency to rumi- 
nate and difficulty in concentration. She is attentive 
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to her duties, is devoted to her children and to her 
husband. Numerous quarrels with her mother are 
occasioned by the latter’s determination to dominate 
her daughter’s life and family. 

When the oculogyric crises first became estab- 
lished in 1931 they were individually accompanied 
by great anxiety, fear of impending death and a 
feeling of futility and of desperation. In September, 
1931, during the course of one of these spells, she 
attempted to kill her two children and herself by 
gas asphyxiation. She became panic-stricken when 
her younger girl became unconscious and called 
for the police. The patient was physically ill, but 
not unconscious, for a few days thereafter. In other 
respects, when this episode had run its course, her 
judgment seemed in no way impaired. 

On a few occasions, thereafter, independent of 
oculogyric attacks, ideas of an obsessive-compulsive 
nature obtruded themselves upon her consciousness. 
These first became apparent in 1932. On the occa- 
sion of bathing her two children, “I suddenly felt 
that I wanted to kill them, to do away with them 
by drowning them in the water. I was terribly 
frightened, I knew I could never do such a thing 
but I was afraid ... .”’ Ideas of this nature later 
became a prominent feature of her 
spasms. 

In the course of time, her oculogyric spells came 
to be associated with a wide variety of psychological! 
and symbolic representations in which highly 
charged emotional elements, ideas of reference, 
poorly organized paranoid ideas, compulsions and 
a peculiar sense of timelessness were outstanding 
features. These bore an exclusive temporal rela- 
tionship with the orbital crises, though over-tones 
sometimes persisted after their cessation. 

Compulsive ideas. “When I get the attack I feel 
the urge to kill my children. I actually want to 
kill them. Ordinarily, I would be afraid of such 
a terrible thought.” The patient states that one 
reason for this desire lies in the fact that “I feel 
they are laughing at me.” 

Ideas of reference. When she gets her attacks 
the patient feels that she is bewitched. She is 
certain that “unknown methods” are being used to 
cause her eyes to turn up and that “people who 
wish to harm me are responsible.” Because of the 
associated increase in rigidity which prevails during 
her spells and the painful position of her eyes, the 
patient is rendered incapable of any useful activity. 
This, too, she attributes to outside sources. 

Voices. During the spells she suffers from a 
great feeling of guilt. This arises from ridiculously 
inconsequential reasons. Voices, “coming from 
inside ....my conscience .... accuse me of 
doing bad things.” She is not fully cognizant of 
the exact source of these voices. At times, it ap- 
pears that she has not fully succeeded in projecting 
the dissociated elements to the outside. They 
disappear when the attack is over. 

Aberration in sense of time. During her spells, 
while remaining fully conscious, she loses com- 
pletely her sense of time. Unless so informed after 
the attack is over she never knows their duration 
though she recalls other details of the attack with 
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remarkable clarity. This sense of timelessness is 
ery apparent to the patient, during her spells, and 
is very disturbing to her; and in order to keep 
in contact and to be correctly oriented with regard 
to the time element, she repeatedly scans the face 
of her clock, attempting to concentrate upon each 


ninute in order to appreciate more fully 


enificance of time which, otherwise, would 

be lost to her 
CaAsE 3. / fale. Oculogyric 
crises associated with recurrent delusion regarding 

§ fi lity. 
Family history: No nervous or mental disease. 
Past history: In 1921, when fourteen years old, 
the patient suddenly became overpowered with 


and had to 
nfusion and disor 


be helped home. 
‘ientation alternated 


drowsiness 


Periods of 


with the stupor. Temperature elevation was present 
His condition was identified by Dr. Frederick 
Tilney as acute epidemic encephalitis. 

Two months later, the patient was able to return 
to school. No residual symptoms were noted. He 
did well in his work, graduated from high school 
nd entered law school. 

Course Four years after his initial illness, 

thout any premonitory symptoms the patient had 
an oculogyric attack while in class. Thereafter, 
spells recurred every two or three weeks. He was 
finally forced t leave school though intelligence 
and ability to concentrate remained intact. He 


he attention of the Matheson Commission 
admitted to the 
Institute for observation. Neurologi- 
vealed rigidity of 
some loss of associated move- 
ments, amimia, hypersalivation, and recurrent invol- 


in 1932 at which time he 


Ne logical 


cal examination ré 


was 


increased 
extrapyramidal type, 


closure of the Oculogyric crises 


the hospital. 


untary eyelids. 


were not observed during his stay in 
The attacks became more and more frequent and 

noted that their recurrence was 
influenced by worry, depression or disagreeable or 
about the 


appearance, 


disabling. He 


circumstances. Thinking 


unpleasant 
spells seemed to hasten their ré 

The patient married in 1930. Married life was, 
on the whole, satisfactory, though the patient feels 
that his physical condition constitutes a marriage 
The patient is normal sexually though 
his wife is inclined to frigidity. He does not con- 
cern himself about these things and 
has succeeded in making a good adjustment to his 
situation. 


hazard. 


too deeply 


However, during the course of oculogyric crises 
this adjustment is seriously jeopardized by a per- 
sistent delusion that his wife is unfaithful to him. 
The quiet fatalism that characterizes his usual 
behavior gives way to maledictions and aggressive 
accusations. The patient becomes acutely depressed 
and unapproachable. No amount of reasoning, sug- 
gestion or self-analysis suffices to dispel his fixed 
idea. Meantime, his wife learned to expect 
sudden alterations in and accepts 
them as a matter of course. With the disappearance 
of oculogyric crises, the patient’s accusatory ideas 
evaporate. 
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DISCUSSION 


The acute stage of epidemic encephalitis 
is characterized by a high incidence of trend 
reactions, in which delusional patterns and 
hallucinosis are common. The chronic stage, 
on the other hand, is characterized by a 
persistent affect disorder in which depres- 
sion is most outstanding; trend reactions 
become relatively rare(1, 9). In the ocu- 
logyric crisis, however, both psychiatric syn- 
dromes occur, irrespective of the duration 
of the disease. In Case 3, the element of 
depression dominates the clinical picture dur- 
ing the oculogyric spell, while Case 2 illus- 
trates the occurrence of pathological trend 
reactions. The oculogyric crises of Case I 
are featured by a marked degree of psy- 
chological regression leading to archaic levels 
of behavior; language function is reduced 
to a primitive-repetitive mechanism. All 
three cases demonstrate to what extent the 
oculogyric crisis permits a wide measure of 
psychological expression within a limited 
space of time. 

Certain authors have indicated points of 
resemblance between oculogyric attacks and 
the decerebrate state as it has been described 
in man. Decerebrate phenomena, including 
such features as alteration in body tone, 
vestibular responses, state of consciousness, 
pupillary reactions and pyramidal function, 
have been noted in a wide variety of patho- 
logical conditions which have as a common 
factor the interruption of projection path- 
ways between supra- and infrasegmental 
structures. It is generally believed that the 
physiological state resulting from decortica- 
tion is due to the “release” of otherwise 
inhibited primitive reflex responses, which 
in the normal state are kept under tonic in- 
hibitory control. Henry WHead(10) has 
noted that movements of great complexity 
may occur despite extensive decortication 
at low levels of section. 

In the oculogyric crisis, increased rigid- 
ity(5, 11), anisocoria, pathological pupillary 
responses(12, 13), and Magnus de Kleijn 
reactions(5, 11, 12, 14), have been reported. 
Abnormalities in body tone, increased or de- 
creased tremor, and obnubilation of con- 
sciousness are not infrequent. However, 
these features, generally characteristic of the 
decorticate state, are not universally present 


in oculogyric attacks; the degree of com- 
plexity of the neuropsychiatric picture pre- 
cludes the possibility of complete severance 
of higher cortical functions from lower 
motor and vegetative centers. Moreover the 
mechanism of ocular rotation has no ade- 
quate analogue in the decorticate state. The 
question as to whether this ocular phe- 
nomenon represents a positive or a nega- 
tive neurological symptom in the sense em- 
ployed by Hughlings Jackson, has never 
been answered. 

Nevertheless it seems logical to regard the 
oculogyric crisis as a motility disturbance, 
despite lack of understanding of its exact 
origin. Kahlbaum in 1874 considered cata- 
tonia from this standpoint. In 1941 Bender 
and Schilder(15) introduced the term “para- 
cortical disturbance” to designate organic 
motility disorders which retain their func- 
tional relationship to the total cortical or- 
ganization. Attitudinal and manneristic be- 
havior of subcortical origin is endowed with 
the factor of “partial consciousness.” They 
described such paracortical disturbances in 
anoxia due to nitrogen inhalation, in certain 
stages of insulin shock, in alcoholic en- 
cephalopathy, in chorea and in acute de- 
lirium. The mannerisms, grimacing, postur- 
ing and clowning described in these patients 
lose their identity as physiologically distinct 
kinetic mechanisms bearing no relationship 
to the rest of the organism. They are 
brought into understandable relationship 
with the total motor personality. 

The oculogyric crisis may be similarly 
considered as a paracortical motility syn- 
drome. Concurrence of physical symptoms 
and mental symptoms is neatly consum- 
mated here. Both are intimately bound to 
the total motor organization. This relation- 
ship is a wholely specific one and demon- 
strates with great consistency the interaction 
of lower and higher functional levels of the 
brain. Obsessive-compulsive behavior, va- 
rieties of forced thinking, delusional pat- 
terns, and even projection mechanisms are 
specific mental symptoms of a high order of 
complexity functionally bound to ocular 
spasm of subcortical origin(1). In Case 1, 
a highly integrated abnormal cortical func- 
tion (obsessive-compulsive ideas) exists co- 
ordinately with a reaction pattern of very 
primitive type (repetitive speech); both 
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functions are tied up with an ocular mechan- 
ism of midbrain origin. In Case 2 ocular 
spasm is coordinated with a specific projec- 
tion mechanism: the patient believes that 
certain agencies are causing her eyes to turn 
up. Semi-hallucinatory experiences and loss 
of the sense of time are additional abnormal 
cortical functions in this patient. The de- 
pressive-delusional trend of Case 3 further 
illustrates the principle of intersegmental 
connection between ocular spasm and 
ideation. 

Oculogyric crises differ only quantitativel) 
from the paracortical disturbances described 
by Bender and Schilder. From the stand- 
point of the neuronal organization of the 
central nervous system, the degree of sepa- 
ration between cortical and subcortical sta- 
tions seems less profound, permitting a 
more complex and a wider range of psy- 
chomotor expression during oculogyric at- 
tacks. Large segments of cortical-associa- 
tion systems are preserved functionally in- 
tact, despite the eclipse of normal cortical 
activity in other spheres, and the occasional 
incidence of true physiological decortication. 
The dissociated mental states that result 
from this splitting-process are fragments of 
the total functional organization. Abnormal 
psychiatric patterns that occur depend upon 
the character and degree of dissociation, and 
upon subconscious motivating factors. At 
the time they are observed, these dissociated 
states may approximate classical neurotic 
or psychotic syndromes (Cases 1, 2, and 3). 
They are circumscribed, however, by the 
duration of spasm. Reaction patterns retain 
their identity from spell to spell, tending 
to trace more or less stereotyped configura- 
tions. They stand apart from the usual 
behavior background in sharp relief and 
assume an independence that is delimited 
by form, context and periodicity. They 
represent dissociated psycho-physiological 
entities capable of reactivation as unit struc- 
tures. For this reason they may be termed 
unit reaction states. 


SUMMARY 


The psychiatric aspects of oculogyric crises 
occurring in post-encephalitic Parkinsonism 
are considered as dissociation phenomena. 
As demonstrated in three representative 
cases, the symptomatology follows the pat- 
tern usually seen in the neuroses and psy- 
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choses. Regression, symbolic representation 
and projection mechanisms in these cases 
are intimately bound to a motility disorder 
conjugate 
Designation of 


characteristically affecting the 
movements of the eves. 
oculogyric crises as a motility disorder per- 
mits a consideration of their psychopathol- 
The psy- 
configurations that are 


ogy as paracortical disturbances. 
chopathological 
reactivated en bloc during ocular spasm are 
discussed as dissociated unit structures pos- 
sessing definite psychomotor identity. As 
such, they may be termed unit reaction 
Unit reaction states are represented 
as physiological dissociations, delineating 
specific elements of ideation, emotion and 
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TUBERCULOSIS IN DRUG ADDICTS* 


MURRAY A. DIAMOND 


Passed Assistant Surgeon, U.S. Public Health Service, 
Fort Worth, Texas 


The treatment of pulmonary tuberculosis 
remains a major concern of the medical pro- 
fession. One hundred thousand beds are 
maintained in this country for the care and 
treatment of pulmonary tuberculosis. The 
expert treatment thus provided for the indi- 
vidual victims of this disease saves also the 
lives of thousands who never enter sanitoria. 
At no time has the number of available beds 
represented more than perhaps Io per cent 
of the number of existing cases capable of 
communicating the disease. The partial iso- 
lation, however, of small groups has been a 
potent factor during the last 25 years in 
reducing the mortality rate because it has 
reduced the infection rate. 

Certain cases of pulmonary tuberculosis 
become drug addicts and certain addicts be- 
come tuberculous. On May I, 1941, there 
were 664 drug addicts hospitalized in the 
United States Public Health Service Hospi: 
tal at Forth Worth, Texas. Of these, 30 
patients, or 4.5 per cent of the total institu- 
tion population, average age of 39.1 years(1) 
had active pulmonary tuberculosis. This inci- 
dence is compared with published data(2, 3) 
on other groups in Table I. 

Sixteen per cent of our cases of tubercu- 
losis had a unilateral type of chest lesion, 
suitable for pneumothorax therapy. Nine per 
cent had a unilateral type of tuberculosis, 
either too far advanced or with multiple ad- 
hesions, rendering the case unsuitable for 
induced collapse with pneumothorax. Eleven 
per cent had a bilateral apical tuberculosis. 
Sixteen per cent were of the bilateral fibrous, 
non-exudative type of tuberculosis; and 48 
per cent had a bilateral proliferative and 
exudative type of lesion. This proportion of 
far-advanced cases is greater than is encoun- 
tered in non-addict treatment centers. The 


1 From the U. S. Public Health Service Hospital, 
Fort Worth, Texas. 

This article has been approved for publication 
by the Surgeon General of the U. S. Public Health 
Service, Washington, D. C. 


physical, dietary and social neglect, so com- 
monly encountered in the chronic drug user, 
probably accounts in a large measure for the 
advanced clinical picture. The respiratory 
depressant effect of morphine, and its tonic 
action on the smooth muscle in the walls of 
the bronchi cannot be dismissed as possible 
etiologic factors. 

The diagnostic procedures employed in the 
case-finding program at this hospital are the 


TABLE I 


INCIDENCE OF PULMONARY TUBERCULOSIS IN 
CERTAIN GROUPS 


Active 
cases 
Number found 
Source of ofcases Average per 
study examined age hundred 
U. S. P. H. S. Hospital 
4, 1088) 664 39.1 4.5 


N. Y. Health Department 
(H. R. Edwards) 
National Youth Adminis- 


133,062 30.2 2.5 


tration enrollees ...... 8,708 20.8 0.9 
Mental hospital patients 


Riker’s Island prisoners.. 3,892 38.5 4.5 
House of Detention pris- 


¥,023 31.5 1.0 
Homeless and _ transient 
4,716 50.5 5.3 


usual ones of physical examination and roent- 
genological study, plus clinical observations. 
These latter include certified sputum exami- 
nations, gastric analysis studies for acid-fast 
bacilli, Schilling response to tuberculin, Win- 
trobe method of sedimentation rate, and the 
Weltmann serum coagulation test(4). Fol- 
lowing the injection of a small amount of 
tuberculin, there is an increase in the imma- 
ture white cells and a diminution in the 
mature granular cells. This very character- 
istic Schilling response to tuberculin is 
usually seen 36 hours after the intracutane- 
ous test and 48 hours after the patch tuber- 
culin test. A similar response is not seen in 
non-active tuberculosis patients. The Welt- 
mann serum coagulation test(4), which is 
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rather simply executed, gives an indication 
not only of the chest activity, but also a clue 
as to whether the pathological picture is one 
of inflammation, exudation, proliferation or 
regression. 

Routine treatment at this hospital includes 
all generally accepted procedures with two 
exceptions: (a) opiates are used only when 
indications are clear, and then only in mini- 
mally effective doses ; (b) moccasin venom is 
used for hemoptysis. 

Morphine, because of its great addiction 
producing liability, is definitely contra-indi- 
cated as a cough controlling medication. A 
few cases of pulmonary tuberculosis enter 
the hospital actively addicted to morphine. 
All of these improve when taken off mor- 
phine. Codeine is very effective in control- 
ling cough. It has less addiction liability than 
morphine but cases of codeine addiction have 
been reported. Because of this one should 
not administer doses that are larger than 
necessary. Davenport’s findings(5), that a 
dosage of 10 milligrams (gr. 1/6) adminis- 
tered up to four times a day is adequate, have 
been confirmed by us. Pharmacological seda- 
tion is used by us only when the much more 
wholesome measure of physiological rest 
proves inadequate. Morphine is used only 
in the terminal stages and then only for pur- 
poses of making the exodus as comfortable 
as possible. At the moment, no cases are on 
morphine and no cases are receiving codeine. 

The use of moccasin venom represents a 
new procedure in the control of hemoptysis. 
It was introduced by Peck in 1932(6) for 
the treatment of conditions characterized by 
a tendency to hemorrhage. This followed the 
experimental work of Peck and Sobotka(7), 
who outlined the use of moccasin venom in 
such cases as idiopathic nasal bleeding, func- 
tional uterine bleeding, Osler’s disease, and 
even thrombocytopenic purpura. A number 
of workers both at this hospital and at the 
United States Public Health Service Hos- 
pital in Lexington, Kentucky, were stim- 
ulated to use this drug in the treatment of 
liemoptysis in pulmonary tuberculosis. Our 
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experience covers a period of four years and 
the results have been excellent. The pro- 
cedure followed is exactly as outlined in the 
circular which accompanies each ampule of 
the medication. It is simple to use and sensi- 
tizations are seldom encountered. We never 
use morphine for hemoptysis because moc- 
casin venom works more rapidly and more 
effectively. 

All other therapeutic measures are quite 
orthodox in type. They include adequate bed 
rest, good nutrition, high vitamin and calcium 
therapy, pneumothorax, and other surgical 
procedures as indicated. General psychiatric 
management, including occupational therapy 
on the ward and formal psychotherapy in 
carefully selected cases, have yielded encour- 
aging results. The total program outlined 
above has been worked out step by step dur- 
ing the past several years and the experience 
on the whole has been quite gratifying. It 
is in complete accord with our concept that 
the use of opiates in the treatment of pul- 
monary tuberculosis is in most instances un- 


necessary. 
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EVALUATION OF CONTINUED THERAPY WITH PHENYTOIN SODIUM * 
LEON J. ROBINSON, M.D., Patmer, Mass. 


Epilepsy is an ancient disorder for which 
many remedies have been hopefully hailed, 
but for which few have survived the test of 
time. Sodium diphenyl hydantoinate, was 
introduced as an anticonvulsant and re- 
ported in May, 1937 by Merritt and Put- 
nam(2), who first determined its high anti- 
convulsant effect against electrically induced 
convulsions in animals, and who then used 
it in clinical epilepsy and reported the grati- 
fying results in September, 1938(3). Since 
that time many reports confirming its anti- 
convulsant value have appeared, and one of 
our past reports is included in this growing 
list. However, the present study comprises 
an evaluation of the clinical anticonvulsant 
action of phenytoin sodium with emphasis 
on its results over moderately long periods 
of time, so that of necessity little reference 
will be made to many of the earlier reports. 

Sodium diphenyl hydantoinate is struc- 
turally analogous to the barbiturates, being 
derived from glycolyl urea instead of 
malonyl urea, and is a white crystalline 
bitter powder soluble in water, slightly solu- 
ble in alcohol, and insoluble in benzene and 
ether. The watery solution is alkaline hav- 
ing a pH of 11.7. It is marketed under the 
name of dilantin sodium in capsules of 4 
and 1$ grains by Parke, Davis Company. 
Recently the official name of phenytoin so- 
dium was adopted for it by the Council on 
Pharmacy and Chemistry of the American 
Medical Association(1). The other names 
under which it is sold include epanutin, 
dilantin, and solantoin. 


OTHER STUDIES OF 
PHENYTOIN SODIUM 


Merritt and Putnam(3) in commenting on the 
use of sodium diphenyl hydantoinate, predicted the 
probability that many of the patients classified as 
completely relieved would later be classified in the 
groups with less favorable results and that by 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1942. 

From Monson State Hospital, Palmer, Mass. 


contrast some of the cases in the latter group would 
be reclassified as completely relieved. What good 
prognosticators they were, becomes evident when 
one reads their later report in 1940(4). They also 
pointed out that awaiting solution was the problem 
as to whether some patients would ultimately be- 
come refractory to this treatment. However, these 
same authors in March, 1940(4), reported the use 
of sodium diphenyl hydantoinate in 227 of 267 
epileptic patients previously refractory to other 
therapy. They were followed for 2 months to 2 
years. They did not see any tendency for its less- 
ened effectiveness with administration for as long 
as two years, and although some patients previously 
completely relieved of attacks had had recurrence 
of rare attacks, an equal number with some attacks 
had then become completely free. The dosage was 
0.2-0.6 gm. daily for adults and 0.2-0.5 gm. daily 
for children. In 227 patients with grand mal 
attacks, seizures were completely abolished in 60 
per cent; greatly decreased in 14 per cent; moder- 
ately decreased in 13 per cent; and unchanged in 
13 per cent. In 104 patients with petit mal attacks, 
seizures were completely abolished in 39 per cent; 
greatly decreased in 20 per cent; moderately de- 
creased in 20 per cent; and unchanged in 21 per 
cent. 

Fetterman and Shallenberger(5) studied further 
therapy of epilepsy with phenytoin sodium for 
almost 3 years in 50 patients. The highest dose 
was 74 grains. They reported remarkable improve- 
ment in 36 per cent (18, of whom 4 were seizure 
free) ; slight or moderate improvement in 30 per 
cent (15); no improvement in 32 per cent (16); 
and the condition was worse in 2 per cent (1). 

Kimball and Horan(6) administered sodium 
diphenyl hydantoinate to 220 epileptic children and 
young adults of whom 50 patients received the 
medication for over a year. Seizures were entirely 
controlled in 55 per cent, partially controlled or 
modified in 20 pér cent, and unimproved in 25 per 
cent. 

Dickerson(7) analyzed the anti-convulsant re- 
sults obtained in 211 epileptic patients receiving 
dilantin sodium for from less than 6 to as long 
as 30 months. The dosage of dilantin varied from 
445 to 9 grains (0.3-0.6 gm.) averaging 44 to 6 
grains. The longest remission was 26 months, with 
an average of 1-6 months. There was marked im- 
provement in 47 per cent, moderate improvement 
in 36 per cent, some improvement in 6 per cent, 
no improvement in 14 per cent, and 5 per cent were 
worse. A combination of dilantin and phenobarbital 
in 34 patients resulted in great improvement in 13, 
moderate improvement in 8, little or no improve- 
ment in 10, and 3 were worse. Even after abrupt 
withdrawal of dilantin in 30 patients, there was no 
actual status epilepticus. A small number of the 
original group was eliminated from the study 
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THERAPY 


because of lack of tolerance of dilantin or because 
of death. Ross and Jackson(8) reported results 
for 12-18 months in 73 of these patients. About 
65 per cent had a marked reduction of seizures, 
about 50 per cent had conduct improvement regard- 
less of seizure improvement, and a small percentage 
had increased performance ratings. In no case was 
the psychometric ratings affected. 


MATERIAL AND RESULTS 


Material for this study comprised a group 
of epileptic patients at the Monson State 
Hospital, who were selected for changes in 
medication continuation of 
seizures. In every case the diagnosis of epi- 
lepsy had been made and included both idio- 
pathic cases and cases in which the epilepsy 
was symptomatic of organic cerebral dam- 


because of 


There was no selection on the basis of 
age, sex, time of onset, duration of attacks, 
mental status, physical condition, or previ- 
ous medication. 

The analysis itself was undertaken with 
the purpose of determining the effect of 
phenytoin sodium when continued for long 
periods of time, among 221 epileptic patients, 
and includes two separate groups, one of 
which had previously been reported after 
being followed for not longer than 8} 
months, but who at the present writing have 
been followed for as long as 30 months on 
phenytoin sodium alone, and for as long as 
38 months on phenytoin sodium combined 
with phenobarbital. In addition to this origi- 
nal group with its continued follow-up, there 
is now reported a new group of epileptic 
patients who have received medication con- 
sisting of phenytoin sodium alone for as long 
as 36 months, and phenytoin sodium com- 
bined with phenobarbital for as long as 
41 months. 

Let us first consider the earliest results 
with the original group reported in 1940(9). 
Of 56 patients on phenytoin for 1-8} months 
there was initially complete control or 
marked reduction of seizures in 21.4 per 
cent (12); moderate reduction in 30.3 per 
cent (17); and no reduction in 48.2 per 
cent (27). Of the original 56 patients, there 
are now 18 patients on phenytoin sodium 
for 6-30 months, and of these there is 
marked reduction of seizures in 27.7 per 
cent (5); moderate reduction in 27.7 per 
cent (5); and no reduction in 44.4 


age. 


H PHENYTOIN DIUM | Sept. 
ce (8). In other words, after as long as 
30 months the results closely approximate 

e earlier findi \ selected winnowing 
reduced the o | number of patients re- 
ceiving phenytoin sodium alone by 32.1 per 
cent (from 56-18), and the same winnowing 


inal number of patients re- 
42.8 per cent 
which prompted 


1e 
inuation of large theray 1 


ceiving phenobarbital alone by 
39). The factors 


QI 


adiscont peutic doses ot 
phenobarbital or phenytoin sodium were poor 
and 


toxic reactions in some cases. In a few cases 


anti-convulsant response in most cases, 


reduction of seizures was replaced by un- 
favorable behavior such as_ stubbornness, 
viciousness, aggressiveness, or irritability. 


to be of a 
purely toxic nature, as there were no other 


signs of toxicity. 


These reactions 1ot seem 


Turning to the combination of phenytoin 
sodium along with phenobarbital used for 
1-6 months initially 
40 per 
30 per 
30. per 


in 20 patients, there was 
reduction of seizures in 
(8): moderaie 


and 


marked 
cent reduction in 


cent (6); no reduction in 


cent (0). 


There are now 23 receiving 
phenytoin sodium and phenobarbital for 4-38 
months, and of these there is marked reduc- 
tion of seizures in 34.7 per cent (8) ; mod- 
erate reduction in 26.1 per cent (6) ; and no 
reduction in 39.1 per cent (9). Transposing 
words for percentages, after as long as 38 
months, the results closely approximate the 
earlier findings. 

Turning now to the additional group we 
find that of 23 patients receiving phenytoin 
sodium months, there now is 


seizures in 47.8 per 


for 3-33 


marked reduction of 


cent (11); moderate reduction in 21.7 per 
cent (5); and no reduction in 30.3 per 
cent (7). Of 81 patients receiving combined 


phenytoin sodium and phenobarbital, there 
is marked reduction of seizures in 27.1 per 
moderate reduction in 19.7 per 
and no reduction in 53 per 


cent (22) ; 
cent (16); 
(43). 
The total results of all groups comprising 
the follow-up study of the initial group plus 
the follow-up study of the new group are 


summarized. 


cent 


Of 93 patients receiving phenobarbital 


(14-10 grs.) for 5-44 months there was 
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marked reduction of seizures in 15 
cent (14); moderate reduction 
cent (19); and no 
cent (60). 


per 
in 20.4 per 
reduction in 64.5 per 

Of 41 patients receiving phenytoin (13- 
9 grs.) for 3-33 months there was marked 
reduction of seizures in 39 per cent (16) ; 
moderate reduction in 24.3 per cent (10) ; 
and no reduction in 36.5 per cent (15). 

Of 
combined with phenytoin there was marked 
reduction of seizures in 28.8 per cent (30) ; 


104 patients receiving phenobarbital 


moderate reduction in 21.1 per cent 
no reduction in 49.9 per cent (52). 
Analysis of the anti-convulsant effect ob- 
tained in 145 patients receiving phenytoin 
sodium, either alone or combined with pheno- 
barbital during a period of 3-41 months, 
revealed marked seizures in 
31.7 per cent; moderate reduction in 22 per 
cent; and poor results in 46.2 per cent. 


reduction of 


FURTHER REMARKS ON RESULTS 
Some patients who at first did poorly, 
later derived benefit, and vice versa, so that 
some patients who in the beginning were 
entirely freed of seizures, later had a re- 
newal of some seizures. Also some patients, 
who in the beginning continued to have a 
few freed of 
seizures for several months. Only one pa- 


seizures, later were entirely 
tient has remained free of seizures through- 
out this study with complete absence of 
seizures for 38 consecutive months on a com- 
bination of phenytoin sodium grains 3, and 
phenobarbital grains 1. This girl, subject 
to as many as 186 petit mal and 2 grand 
mal seizures monthly, and unimproved by 
either 7} grains phenytoin sodium alone or 
3} grains phenobarbital alone, has shown re- 
markable results on the two combined. Sev- 
eral other patients have shown outstanding 
improvement although no other patient 
has remained completely free of seizures 
throughout the study, even though seizures 
had been absent for as long as 26 consecu- 
tive months, or 2} years, of absolute seizure 
control. 

Some outstanding results include the fol- 
lowing cases: On combined medication one 
patient had complete freedom from attacks 
for 26 consecutive months out of 27 months, 


and then had sporadic freedom. Four cases 
on phenobarbital were free of seizures for 
16-I9 consecutive months and in addition 
had shorter sporadic seizure-free intervals. 
One case on phenobarbital was seizure-free 
for 9 consecutive months and then had 
sporadic seizure-free intervals. One case, 
on either phenobarbital, alone or combined 
with phenytoin, benefited so far as grand mal 
seizures were concerned, but began to have 
more petit mal seizures. One patient did 
equally well on either phenobarbital, pheny- 
toin, or the two combined, being free of 
seizures as long as IO consecutive months 
on 3 separate occasions, and as long as 4-6 
consecutive months on many occasions. In 
other words, in the majority of cases having 
freedom from seizures during consecutive 
months, these seizure-free intervals, how- 
ever numerous, or long, or repetitious, were 
sooner or later interrupted by recurrence of 
seizures for at least one and often for several 
months. 

Lest pure scientific objectivity lead us into 
a pessimistic calculation of percentages only, 
let us remember that these patients had pre- 
viously had seizures regularly, prior to in- 
tensive therapeutic efforts, and that seizure 
reduction of any degree or duration meant 
welcome improvement. 


OTHER SALUTARY RESULTS 


In addition to the anticonvulsant results, 
there are often other salutary concomitants 
when seizures are reduced. Such effects con- 
sist of gain in weight, increased alertness 
and concentration, bettered disposition, in- 
creased efficiency, renewed interest, and im- 
proved working ability. Gain in weight, 
attendant upon seizure reduction, is attributa- 
ble to several factors including less exhaus- 
tion from seizures and fewer post-convul- 
sive stupors so that there is more self-feed- 
ing at regular meals. Minimizing exhaustion 
and stupors also promotes the salutary ef- 
fects such as well-being and efficiency men- 
tioned above. With reduction in seizures 
there is often a heartening increase in home 
visits, the duration of which also frequently 
grows longer. Unlike the sedative anti- 
convulsants such as bromides, phenobarbital, 
and mebaral, there is no hypnotic effect from 


1S 
lg 

g 

e- 

it 
yf 

id 
es 
n- | 
y. 

a 
er 
in 
or 
lly 
er 
er 
er 
ng 
38 | 
ic- | 
yd- | 
no 
ng 
38 
he 
we } 
in 
iS 
yer 
er 
yer | 
ied 
ere 
er | 
per 
per 
ing | 
lus 
are 
ital | 
vas 


234 


nontoxic doses of phenytoin sodium despite 
successful anticonvulsant action. 


DosAGE 


Correlation of results with dosage re- 
vealed the fact that each patient has his 
own optimal requirement of medication 
which may at times be surprisingly small, 
but that in general the number of favorable 
results parallels the range of dosage. High 
dosages are well borne if increments are 
made gradually to avoid toxic reactions. 
Even small dosages may cause toxic effects 
while less often producing satisfactory anti- 
convulsant effect. 

The daily dosage, in grains of phenytoin 
sodium ranged from 14-9, with an average 
of 44. Untoward effects show a rising inci- 
dence with amounts exceeding 6 grains daily. 
The daily dosage, in grains, of combined 
medication ranged from 1-6, and averaging 
3 for phenobarbital; and ranged from 14- 
74, and averaging 3 for phenytoin sodium. 

Toxic REACTIONS 


Phenytoin sodium is structurally analo- 
gous to phenobarbital, being derived from 
glycolyl urea instead of malonyl urea, so 
certain toxic effects are common to both 
phenytoin sodium and phenobarbital. The 
toxic effects common to both consist of 
ataxia, nystagmus, blurred vision, tremor, 
irritability, aggressiveness, excitement, tin- 
nitus, hallucinosis, psychotic episodes, apathy, 
lethargy, stupor, coma (over dosages), and 
dermatitis. The toxic effects related solely 
to phenytoin sodium comprise ocular pain, 
diplopia, gingival hyperplasia, epigastric dis- 
tress, nausea or vomiting and “‘nervousness.” 
Weight loss is attendant upon anorexia with 
or without gastric discomfort. Anorexia and 
gastric discomfort occur early, are due to 
the irritating high alkalinity of phenytoin 
sodium, and are often corrected by post- 
prandial administration. 

Kimball and Horan(6) reported the oc- 
currence of sudden episodes of acute epi- 
gastric pain, soreness, nausea and vomit- 
ing. There was one instance of fatal 
hematemesis, the gastroscopic examination 
failing to reveal abnormality; whereas in 
another non-fatal case, gastroscopy revealed 


or 
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a submucosal hemorrhage on tl 


e posterior 
wall of the stomach. 

with 
lout vbjective tremor, may occur early 


and yields to sedation such as phenobarbital. 


\ disquieting nervous feeling, 


witl 


or 


Only one of our cases had a dermatitis con- 
naculopapular 
erythema, and cleared in two weeks after 
discontinuation of Any of the 
toxic manifestations are abolished by with- 


sisting of a generalized 


phenytoin. 


drawal of phenytoin sodium. 
Because gingival changes from phenytoin 


are so frequently encountered, they 
deserve discussion in more detail. The first 

gingival changes 
Kim- 
egree of hyperplasia was 


calling attention to 


produced by phenytoin sodium 
ball(10). The d 


graded from 1 to 3 and appeared in 


one 
was 
57 per 
was attributed to 
ascorbic acid, the 
but 
with ascorbic acid only slightly im- 


cent of his patients and 
blood 


parallelin 


serum 
the 


decrease in 
decrease hyperplasia, 
therapy 
proved the gums. Frankel(11) also recorded 
an inverse relationship between gum changes 
There is much dif- 
the relation- 
ship of gum changes to ascorbic acid. Mer- 
ritt and Foster(12) found no such relations 
in their patients. Working with laboratory 
animals, Gruhzit(13) found no significant 
acid during 
dilantin 

Haury and 
Hart(14) reported a rapid progressive fall 


and blood ascorbic acid. 


a> 


ference of opinion regardin; 


ascorbic 
of 
Drake, Gruber, 


reduction of blood 
tinued administration 


dium, 


con 


so- 
whereas 


in the blood ascorbic acid level in guinea 
pigs given dilantin sodium orally in daily 
doses of 13 mgm. per kilogram (equivalent 
to clinical dosage), while maintained on a 
vitamin C free diet, supplemented by 5 mgm. 
ascorbic acid daily. Within three weeks 
after of dilantin sodium the 
blood levels returned to normal. In a recent 
report I presented a detailed account of the 
gingival produced by phenytoin 
sodium(15). As these findings continue to 
be substantiated in the present study, a brief 
recounting of the pertinent facts will suffice 
It was found that phenytoin sodium 
produced gingival changes in 19 per cent of 
the patients but was marked in only 5 per 
cent. The gingival changes more frequently 


withdrawal 


changes 


now. 


occurred in children and less often in young 
adults of both sexes, proved to be a local 
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reaction unaccompanied by constitutional 
effects and occurred only in gingival areas 
where teeth were still present and where no 
other gingival pathology such as pyorrhea 
alveolaris existed. The gingival appearance 
ranged from redness to varying degrees of 
redundant hyperplasia and was graded ac- 
cording to severity into five stages: Ist., 
redness ; 2nd. and 3rd., elevation ; 4th., fran- 
gibility ; 5th., interference with chewing. The 
earliest onset was two weeks after medica- 
tion was started. There was no relation be- 
tween the gum changes and the dosage of 
phenytoin. The changes were not influenced 
by the administration of ascorbic acid 450 
mg. daily, nor by experimental estrogenic 
therapy (oral progynon 600 units daily). 
Some improvement resulted from gum mas- 
sage as pointed out by Ziskin, Stowe and 
Zegarelli(16). In our cases the one effective 
means of insuring regression of gum changes 
consisted in the withdrawal of phenytoin 
sodium. The fact that gingival changes oc- 
cur does not demand omission of phenytoin 
sodium, provided the gums do not progress 
to the stage of extreme frangibility or maloc- 
clusion, and provided examination is made 
at 2-4 week intervals. 

Hematopoietic have been de- 
scribed during the administration of pheny- 
toin sodium. Mild leukopenia and eosino- 
philia have been described by several ob- 
servers during therapy with phenytoin so- 
dium. Gruhzit(13) recorded the constant 
occurrence of eosinophilia in the later periods 
of administration with phenytoin sodium to 
experimental animals. Aring and Rosen- 
baum(17) mentioned one case of agranu- 
locytosis following large doses of dilantin. 
Dickerson(7) most commonly observed 
eosinophilia associated with cutaneous rashes, 
it being present in 14 of his 21 cases with 
rash. The eosinophilia ranged from 5-23 
per cent, disappearing with the rash regard- 
less of whether or not the drug was dis- 
continued. He also reported that a few 
patients developed mild leukopenia without 
significant change in the differential count, 
but no important changes in the red blood 
cell picture. One of Dickerson’s cases de- 
veloped a severe agranulocytosis for which 
pentnucleotide therapy was used. McCartan 
and Carson(18) reported a slight progres- 


changes 


sive diminution in the total erythrocytes ac- 
companied by a proportionate fall in packed 
cell volume, so that there was unchanged 
mean corpuscular volume. They reported 
an eosinophilia accompanying toxic symp- 
toms. They also reported a progressive 
marked fall in blood sedimentation rate 
which though not constant, occurred in the 
majority, and which the authors could not 
explain. McCartan and Carson found a 
slight depression in leukocyte count due to 
a fall in granulocytes. Fetterman and Shal- 
lenberger(5) noted a relative neutropenia 
and lymphocytosis in one case, and stated, 
that with this exception and possibly eosino- 
philia accompanying dermatitis, they found 
no evidence of blood dyscrasia. 

I found no abnormalities in blood differ- 
ential count and but one elevated sedimenta- 
tion rate of 24 millimeters out of 16 patients 
tested by the Cutler sedimentation rate, 
which was determined after first and second 
dosage of phenytoin sodium, without ap- 
preciable difference between the readings. 

Dickerson(7) reported one fatality asso- 
ciated with the use of phenytoin sodium in 
a 33 months old male with moderate gener- 
alized cerebral atrophy revealed by pneumo- 
encephalogram. He received dilantin 0.1 gm. 
(13 grs.) three times a day with absence 
of seizures for 5 weeks when medication 
was discontinued because of rash, gingival 


hypertrophy, and slight fever. The pa- 
tient succumbed and autopsy revealed 
small cerebral architecture and _ broncho- 
pneumonia. 


Finkelman and Arieff(19) reported many 
of the known toxic effects of phenytoin so- 
dium from their own and reported observa- 
tions. They extensively investigated the 
cardio-vascular system because some patients 
complained of precordial distress. Twenty- 
seven patients, studied by serial electrocardi- 
ograms, showed definite changes in all but 
two. In 13, or almost 50 per cent, the EKG 
had a PR interval prolonged from 2 to 4 
hundredths second. Twenty-one, or 78 per 
cent, had decreased amplitude of the T wave. 
In 3 cases there were P wave changes, and 
in I case altered ORS complex. Discontinua- 
tion of the drug resulted in resumption of 
the usual EKG in all cases. They also noted 
a significant increase in the serum phos- 
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phatase ranging from 7.92 to 18.59 milli- 
grams per hundred cc. 

Of 41 patients treated with phenytoin so- 
dium, all showed some side effect of the 
drug, and medication was discontinued in 
all but 7 patients. Of 7 patients maintained 
on phenytoin sodium, 6 have had remissions 
from seizures of from ten to seventeen 
months, and 1 was free from seizures for 
periods of about two months. 


SUMMARY 


The total results of all groups compris- 
ing the follow-up study of the initial group 
plus the follow-up study of the new group 
may be summarized as follows: 

Of 93 patients receiving phenobarbital 
(13-10 grs.) for 5-44 months there was 
marked reduction of seizures in I5 per 
cent (14); moderate reduction in 20.4 per 
cent (19); and no reduction in 64.5 per 
cent (60). 

Of 41 patients receiving phenytoin (14- 
9 grs.) for 3-33 months there was marked 
reduction of seizures in 39 per cent (16) ; 
moderate reduction in 24.3 per cent (10) ; 
and no reduction in 36.5 per cent (15). 

Of 104 patients receiving phenobarbital 
combined with phenytoin there was marked 
reduction of seizures in 28.8 per cent (30) ; 
moderate reduction in 21.1 per cent (22) ; 
no reduction in 49.9 per cent (52). 

Analysis of the anticonvulsant effect ob- 
tained in 145 patients receiving phenytoin 
sodium, either alone or combined with 
phenobarbital during a period of 3-4! 
months, revealed marked reduction of sei- 
zures in 31.7 per cent; moderate reduction 
in 22 per cent; and poor results in 46.2 per 
cent. 

Although several patients were seizure- 
free for 4-26 consecutive months, these 
seizure-free intervals were interspersed with 
recurrence of seizures for at least one to 
several months, except in one case seizure- 
free for 38 consecutive months on a com- 
bination of 3 grains of phenytoin sodium and 
I grain of phenobarbital. 

Toxic reactions are discussed. 


CONCLUSION 


Anticonvulsant therapy with phenytoin 
sodium alone, or combined with phenobar- 


WITH 


PHENYTOIN SODIUM [ Sept. 


administered for periods as 
long as 41 consecutive months with rela- 
tively constant satisfactory results. In ad- 
dition to favorable anticonvulsant effects, 


ere is often 


improved disposition, effi- 


ciency, and behavior. In therapeutic doses 


it produces toxic manifestations, most of 
these are innocuous, and none of them should 


titute a danger to the patient, provided 
he is under adequate medical supervision. 
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DEBATABLE ADMINISTRATIVE FEATURES 
JOHN L. Van ve MARK, M.D., Rocuester, N. Y. 


It is generally known that this organiza- 
tion was conceived and developed by a small 
group of hospital administrators alimost one 
hundred years ago. The purpose of the 
thirteen founders was to advance their 
understanding and promote the welfare of 
the mentally afflicted. For many years it 
was the custom of those in attendance at the 
meetings of the Association to make inspec- 
tions of the asylums in the vicinity of the 
meeting place and render reports of their 
findings. In fact, the place of meeting was 
determined by the availability of institutions 
for visit and study. The results of those 
investigations have had far-reaching effect 
and have helped in promoting better care 
for the mentally ill. As you know, such pro- 
cedures are no longer followed, except in 
isolated instances and with a less serious 
purpose. 

During the last few years there has been 
a growing demand for the presentation of 
papers on administrative subjects. The topic 
assigned to me is a venerable one and per- 
haps its age alone will command respect. It 
seems both impossible and unnecessary to 
attempt an appraisal of the processes of 
evolution covering this long period. Suffice 
it to say that the change in attitude of the 
public and the advance in methods of treat- 
ment have been outstanding. In spite of all 
this progress we still have a long way to go 
before we reach perfection, or even a satis- 
factory degree of efficiency. 

A recent report by the U. S. Public Health 
Service shows that there are over 450,000 
mental patients maintained in about 550 in- 
stitutions in the United States; 97 per cent 
of these psychotic patients are treated in 
institutions supported by public funds ; about 
83 per cent of the totai are cared for in 182 
state hospitals. These facts show conclu- 
sively that the state hospitals rank first in 
importance and it is the administration of 
these institutions that I have in mind in this 

1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 
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Sober deliberate 
make us gasp and wonder 
what is to be the ultimate outcome. Will the 


analysis of mechanisms and the solution of 


discussion. thought and 


consideration 


economic 
problem resulting from the steady increase 


complexes check the mounting 
of mental invalids ? 

[t is the primary purpose of this paper 
to discuss the subject of hospital adminis- 
tration, keeping in mind a therapeutic back- 
seek 
ways and means to provide the best possible 


eround. As administrators we must 


facilities that can be devised for the men- 


tally afflicted. Few, if any of us, have the 


ability to do research which is best accom- 
plished in specially organized institutions. 


Chat, 


shown by figures already quoted. 


however, may be our weakness as 

lhe hospitals we operate are under various 
types of control but I believe that a central 
functions in 
those states having the largest census. In 


commission or commissioner 
such states hospital administrators are usu- 
ally chosen from physicians who have come 
up through the ranks and are therefore well- 
grounded in psychiatry and the fundamentals 
of hospital administration. When a physi- 
cian attains a superintendency he moves out 
of the protected position of a subordinate 
into one of responsibility and trust. He then 
must proceed to direct a moving organization 
for which he assumes all responsibility both 
to the patients and the public. Obviously, 
the first duty of an administrator is to build 
an organization with proper working facili- 
ties to provide adequate care for his patients. 
He cannot do all this alone. He must gain 
and hold the confidence of the governing 
body in order to obtain the assistance he 
may need to bring about an organization of 
his liking. This may mean all or any of 
money, buildings, alterations, 
personnel, 


many things 


equipment, special facilities, 
physicians, etc. 

All institutions are similar but no two can 
be alike, so administrative problems will 
differ even though all are under the same 
general control. Take New York State, for 
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instance, where we have small, medium and 
large hospitals—some rural, others urban, 
some old and some new, some developed 
from a small nucleus, while others were 
planned. The type of patients and the char- 
acter of the personnel varies from one lo- 
cality to another. In fact, each haspital has 
its individual personality with specific prob- 
lems and characteristics. 

With it all, however, administrators have 
some things in common. Primarily, for in- 
stance, we have the building, organization 
and maintenance of a medical staff and a 
nursing personnel. Also, there is the organi- 
zation of a clerical administrative group and 
an industrial group, the latter usually di- 
rected by a steward or business manager. 

No one will dispute the importance of an 
efficient medical staff. This is where most 
of us meet a problem. Few young physi- 
cians seek institutional work, consequently 
we do not select, we pick as best we can. 
In doing this we must meet regulations, such 
as citizenship and residence. In our state we 
have a good regulation to the effect that we 
can appoint only graduates of qualified medi- 
cal schools, those who are eligible to take the 
state licensing board. This is not only a 
requirement of our department but also a 
civil service regulation. We cannot appoint 
married men without a special grant from 
the governing body even though we may be 
fortunate enough to have available suitable 
living quarters. As a result, many appli- 
cants cannot be accepted and now the war 
situation will interpose another complication. 

Naturally, you will ask: “What would I 
do,” and my reply is: take advantage of the 
way provided by the American Medical 
Association. Most hospitals have qualified 
with the A. M. A. for residencies in psy- 
chiatry and it is my experience that there 
are many young men who are seeking such 
training. I have never yet been able to take 
one of these applicants because they all ex- 
pect compensation and there is no fund avail- 
able for such a purpose. I have not been 
able to offer a staff position because in most 
instances the application for residency 
is received months ahead of the time when it 
is to become effective (which makes it im- 
possible to hold a position open) or the ap- 
plication arrives when the staff is filled. 


Also, many are non-residents and some are 
aliens, usually married too. My recom- 
mendation is that residencies in psychiatry 
be made available with an earmarked salary. 
The number of such positions for any given 
hospital would depend upon its size and 
facilities. Such residencies could be planned 
for a definite period of service, the same as 
internships in a general hospital. In our state 
it would be necessary to adjust such a pro- 
cedure to civil service regulations. 

There are other things that influence the 
organization and retention of a satisfactory 
medical staff. Among them is living quar- 
ters, and this applies not only to new comers 
but to experienced men as well. We find that 
to be particularly true in our state where staff 
housing facilities differ quite markedly from 
one institution to another. Also, location, 
climate, size, general accessibility, etc., make 
hospitals either more or less attractive. 

Next in order of importance is the nurs- 
ing personnel. A training school for nurses, 
with an efficient director, is a basic neces- 
sity. A nucleus of trained nurses for medi- 
cal wards and supervisory positions is essen- 
tial. The ratio of nurses to ward attendants 
is a debatable question. My experience leads 
me to believe that it is possible to have too 
high a percentage of R. N’s. It can be easily 
understood that if two or more graduate 
nurses are assigned to the same ward, all of 
whom believe themselves to be of equal abil- 
ity, there is a feeling of resentment toward 
the one in authority and those of equal rank 
often take the attitude of let the other one 
do it. There is an economic problem involved 
here also. 

The attendant group which makes up the 
bulk of ward workers, is an important part 
of the hospital personnel. It is an accepted 
fact that they should be. carefully selected, 
with special reference to their individual 
merits as to health, temperament, size, age 
and education. Their morals and behavior 
we must control. Here we might consider 
hospital discipline but there is not sufficient 
time for that in this paper. Until a year ago 
last January we employed our attendants 
and appointed them to non-competitive posi- 
tions. Most of them came to us on the 
recommendation of members of our hospital 
personnel. In all cases, before employed, 
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they were given a personal interview. The 
applicant then learned what his duties would 
be and gained an understanding of the nature 
of the institution. But since employees have 
been selected for us, from a competitive list, 
these methods of necessity have been dis- 
continued. Through the 
have received some satisfactory employees, 
but many do not stay ; some do not accept the 
position when it is learned what is expected 
of them; many come from a distance and 
some ask for transfers to institutions nearer 
their homes. The result is that our turn- 
over is much larger and the delays in filling 
vacancies are far greater than under the 
previous procedure. This, however, is a 
regulation that must be accepted. 


new system we 


Another item of importance in the pro- 
motion of efficiency, contentment and loyalty 
among employees is good maintenance. Ad- 
ministrators can do a great deal in regard 
to food but living quarters may prove to be 
a puzzle. Here is a place for ingenuity and 
diversity of procedure, but often there are 
situations beyond solution. Some maintain 
curfew regulations, with locked doors, but | 
suggest an honor system and give all em- 
ployees keys to their living quarters. It has 
been our experience that plate or cafeteria 
service for both patients and employees is 
the best method of food service yet devised. 
Some of its advantages are cleanliness, hot 
food, a selection, the possibility of extra 
helpings and, most important of all, less 
waste. In our hospital all employees and 
about 85 per cent of patients are given plate 
or cafeteria service. 

The short day, established by us about five 
years ago, makes for contentment and re- 
sults in a small turnover of hospital person- 
nel. There are, however, some defects, such 
as less personal contacts with employees, 
more difficulty in running down unfortunate 
happenings and, from the point of view of 
expense, a material increase in per capita 
cost. Generally speaking, it has proven satis- 
factory and we like it. 

Right here, I would like to make a radical 
suggestion. I recommend that we discard 
the old and obsolete custom of furnishing 
full maintenance to the personnel. They do 
not like it. This is a changing world and now 
that a short day has been made available, 
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yp so, a con let change is in 
orde My ves would make available 
ons ble space for hous of patients. 
lo this, I would « pay schedule 
in keepin; x with curre valu and make 
each employee master of his own responsi- 
bilities. Limited facilities could be retained 
for those who might elect to live in and they 
could pay for accommodations provided. In 
this manner disagreements and misunder- 
standings in regard to com! ion, head of 
tam nco tax retu € would be 
elimi d at once By this means state 
economy 1 individual satisfaction would 
march together. Our present system was 
devised in the horse and buggy days—and 
hat is literally true 


Social service is a relatively new feature 

ala nistratio it 1 las become 
of a properly 
With the extension of 


DATOILC allt oardl ou uC vities the social 
worker becomes more and more an indis- 
pensable part of hospital management. In 


New York State all such positions are filled 
from competitive civil service lists which as- 
sure a choice of trained persons. However, 


if you make a mistake in your choice it is 


unfortunate. Under present regulations one 
social worker is allowed for each 100 patients 
on parole. 

In my experience one of the weaknesses 
of social workers is their desire to function 
by rule. By that I 


and each Cast 


mean each patient is 


classed as a case is treated as 
a unit of a case load. In order to put indi- 
viduality 


delegate 


\ospital must 


into social work the h 
staff officer to supervise all 


some 
parole and 
This function usually falls to 


activities in connection with 


i 
family care. 
the lot of the director of clinical psychiatry 
officer. In 
this way we avoid some of the pitfalls that 
might 


or some other designated staff 


otherwise result, such as reporting 
all cases to the Central Index, making pre- 
parole investigations in families that would 
resent it and conducting follow-up work in 
such a manner that the patient or family 
might at times feel irritated by so much 
unsolicited attention. 

A discussion of hospital administration 
without reference to occupational therapy 


This 


would be an unpardonable omission. 
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administrative function is so generally un- 
derstood and universally accepted as one of 
the most useful means of mental diversion 
that to dwell upon the subject would be 
superfluous. In spite of the fact that it is 
so well established, it does not follow that 
results can be obtained without continuous 
application and direction. The success of 
occupational therapy in any institution is 
largely dependent upon the personality and 
energy of the director. I will venture the 
assertion that the best results are obtained 
where the activities are carried on largely 
in the wards of the institution. In any event, 
efficiency depends upon close cooperation 
and coordination with the nursing group. 
Occupational therapy for mental patients has 
stood the test of time. In the first volume 
of the American Journal of Insanity there 
is an interesting article about it by the super- 
intendent of the Utica State Hospital. 

For years it has been an accepted theory 
that each institution should have a farm of 
a size proportionate to its population. Under 
existing conditions, with short hours, this 
becomes a debatable subject. It is a gen- 
erally accepted fact that a farm cannot be 
operated economically on an 8-hour day. It 
is right here that the problem starts because 
employees on the farm become dissatisfied 
with their assignment. There may be situa- 
tions where the farm is a real necessity, but 
the care of patients and farm operation seem 
to me to be far apart. For some reason 
which I cannot explain, we no longer have 
in the hospital sufficient patients who are 
suitable for farm work. This may be due 
in part to the fact that our state is largely 
urban. Also, we must take into account the 
fact that many patients suitable for farm 
work are now on parole or in family care. 
Inadequate patient help makes the farm 
manager very unhappy. There is a doubt in 
my mind if routine labor which follows day 
after day, and often borders on drudgery, 
has any therapeutic value. On the contrary, 
however, less laborious types of employment, 
such as work on the lawns, in the gardens, 
with the shrubs and flowers, and other out- 
door work of a temporary and changing 
character often proves beneficial to con- 
valescent patients. Continuing this discus- 
sion, I would suggest that all hospitals should 
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have acreage sufficient for an adequate 
garden. That would absorb all patients suit- 
able as well as interested in such work. 
While I realize there are many hospitals 
with splendid herds and a large production 
of milk, I believe those same institutions 
would fare as well or better by buying their 
milk. In that way they would have a steady 
and uniform supply and in the end would 
probably win economically. Many taxpayers 
who do not operate under civil service re- 
strictions would be glad to have the business. 

We now come to the important and de- 
batable subject of restraint and seclusion. 
This is an old yet unsolved problem. In 
fact, it is as debatable today as 100 years 
ago. We have determined advocates of no 
restraint and others who accept it. The old 
argument that restraint lulls employees into 
a sense of carelessness and neglect still main- 
tains. Dr. Isaac Ray, one of the thirteen 
founders of this organization, made a sur- 
vey of European asylums about 100 years 
ago and in 1846 reported his findings to 
this Association. He then expressed his 
doubt as to the validity of arguments against 
reasonable and considerate mechanical re- 
straint. In his report he indicated some 
doubt as to the sincerity of the advocates of 
absolute non-restraint and suggested that 
they might be using other means. We to- 
day offer very much the same type of argu- 
ment. It may be said that few patients, 
when they recover, complain of reasonable 
and conservative mechanical restraint, but 
many complain of packs and _ chemical 
restraint. 

A related subject is the use of exercise 
or airing courts. For many years they have 
been in disfavor. The reason given for op- 
position to courts is the same as is used 
against mechanical restraint—a sense of 
careless security. No one can deny that ex- 
ercise in the open air is advantageous to all 
physically fit patients. There are certain in- 
stitutions so located that walking parties and 
exercise groups are reduced to a minimum. 
Supplementing location, we do not have suf- 
ficient help to exercise patients as was for- 
merly done. This is explained by the fact 
that hospital activities have been extended 
into so many fields that employees are other- 
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wise absorbed in taking patients to the den- 
tist, to the O. T. school, to amusements, to 
the X-ray, to the medical clinics for arseni- 
cals, vaccinations, blood examinations and 
various other procedures that twenty years 
ago were not active hospital features. Short 
working days, with frequent changes of ward 
personnel, add to the problem. 

Our hospital being located entirely within 
the limits of a first-class city subjects us to 
some of these experiences. Ten years ago a 
new group of buildings housing about 1000 
patients was completed and, by accident and 
not by design, two sizeable courts were found 
to be available. These open 
rounded by connecting corridors, have been 
put to good use and it is the opinion of all, 
including the patients who have proper 
understanding, that these airing courts af- 
ford real comfort and relaxation. When in 
these courts the patients apparently feel a 
sense of freedom not possible to obtain when 
under continuous guidance. As might be ex- 
pected weather conditions limit the use of 
these facilities. Right or wrong the patients 
enjoy it, their health is benefited, they eat 
and sleep better and are more tractable. 

In closing this communication, I will make 
brief mention of the subject of paroles and 
family care. There are some who contend 
that paroles and family care can be extended 
to an unlimited degree, but I believe the 
possibilities are circumscribed. In the first 
place, our patients come largely from the 
poor and indigent group. Only about Io to 
13 per cent reimburse the state for their 


spaces, sur- 
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result that 
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type Ss of mental disease, with tne 


possible to review all the complicating situa- 


NS lat arise 1n connection 


with the parol- 
patients, but I think it can be said, 
unless careful consideration be given to all 


possibilities, we must expect to be in conflict 


with community welfare organizations and 
sometimes the immediate family. Family 
care is in a decidedly different situation. Here 


the controlling elements are finances, suitable 


boarding homes and an adequate number of 


social workers with necessary transportation 
facilities. We have had comparatively little 
is f hospital 


experience with this feature of 


k, but before rising prices came upon us 
the outlook for boarding patients was good 


und many enjoyed the privilege. 
this 
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the impression that 
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been solved or that any procedures have 


been suggested that are wholly new or totally 
adequate. The avowed purpose of this pre- 
sentation is simply to arouse discussion of 
some problems of administration many of 


which have not been settled for a hundred 


years. 
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HOSPITAL TREATMENT OF PATIENTS WITH PSYCHONEUROTIC 
DISORDERS * 


DONALD M. HAMILTON, M.D., HEWITT I. VARNEY, M.D., ano 
JAMES H. WALL, M.D. 


White Plains, N. Y. 


This is the second part of a study of the 
hospital treatment of patients suffering from 
psychoneurotic reactions. The first part was 
a study of 100 men who were patients in the 
New York Hospital-Westchester Division 
between the years 1927 and 1937. They 
represented the total male psychoneurotic 
patients admitted consecutively during that 
period. The present study is concerned with 
100 women patients who were admitted dur- 
ing the same period, representing the total 
consecutive admissions of women in the same 
diagnostic group. The diagnoses were as 
follows: 


Reactive depression ............. 18 
16 

100 


Admission to the hospital was by volun- 
tary or voluntary minor application except 
in the case of 4 patients who were unable to 
understand the need for treatment at the 
time they were brought to the hospital, and 
were committed. The average age was 40, 
varying from 17 to 68. Most of the women 
were above average in intelligence; 45 had 
been graduated from college; there were 17 
teachers, 2 artists, 2 social workers, 1 li- 
brarian, I nurse and 23 who had been secre- 
taries or stenographers. As to their religious 
faith, 62 were Protestants, 21 were Catholics 
and 17 were Jewish. 

A review of the family background dis- 
closed mental disorders among the ante- 
cedents of 68 patients. They came from 

1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1942. 

From the New York Hospital, Westchester Di- 
vision and the Department of Psychiatry, Cornell 
University Medical College, New York. 


large families. Less than one fifth had one 
sibling, and in only nine families was the 
patient an only child. In addition to the oc- 
currence of mental disorders in the families, 
there were 45 families in which a near rela- 
tive suffered from a serious physical dis- 
ease. This factor was of dynamic impor- 
tance, causing unusual worry and concern, 
and was a threat to the patients’ personalities 
through identification, particularly when 
there was close contact with the relative who 
suffered from cancer. The security of the 
family was disturbed in 29 patients, who 
before the age of six lost one of their parents 
by death, desertion or divorce. 

Study of the early infantile period indi- 
cated that most of the patients enjoyed good 
physical health. Over half of the group 
showed early neurotic traits, including feed- 
ing problems, thumbsucking, nail biting, 
enuresis and temper tantrums. The tendency 
to be uncomfor able and tense continued 
throughout their development. The person- 
ality studies of the entire group showed half 
of them to be outgoing, sociable individuals 
with many interests and these did better than 
those who were of narrowed interests with 
shut-in temperaments and largely preoc- 
cupied with their neurotic tensions and con- 
flicts. Their school adjustments were normal. 

The average age at sexual maturity was 
13. Among the tense and self-centered per- 
sonalities the beginning of menstruation was 
associated with unhealthy emotional atti- 
tudes. In 35 patients it was noted that they 
were frightened, thought they were diseased 
or injured, or they were definitely annoyed 
or disgusted. These and six other patients 
suffered from dysmenorrhea. Masturbation 
was a continued problem in 43 of the pa- 
tients, who continued the practice over sev- 
eral years, with increasing conflict. Overt 
homosexuality was present in only 14, and 
in all of these patients the conflict and the 
difficult social adjustments involved were 
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contributing factors in the incapacitating ill- 
nesses which brought them to the hospital. 

Of the 100 women, 38 were single and 62 
were married. In the group of women who 
had been married, the average age at the 
time of marriage was 25. Forty-five of them 
had children while only 17 had no children. 
Three-fourths of them gave a history of 
marital discord and incompatibility. Only 
6 were divorced. 

Although most of the patients were work- 
ing up to the time of admission, they had 
been uncomfortable for many years prior to 
hospitalization. The onset of the psychoneu- 
rosis was not so dramatic and incapacitating 
as that seen in patients with other functional 
reactions, but certainly the neurotic suffer- 
ing was more prolonged, often extending 
back to childhood and infancy. There were 
21 who had previous residences in other 
mental hospitals. Most of these patients had 
been under medical attention for their vari- 
ous complaints for many years. In many 
instances the exaggeration of the symptoms 
which led them to seek psychiatric care was 
precipitated by definite situations. Fre- 
quently hospitalization was advised because 
the neurotic patient had become upsetting to 
the home. As a rule this state existed a 
few months prior to hospitalization. These 
precipitating factors were: childbirth in 6 
instances, marriage of a near relative in 6, 
serious illness of a relative in 35, death of 
a member of the family in 6, trouble with 
in-laws in 6, change in work or economic 
circumstances in 6, concern over some physi- 
cal defect such as deafness in 5, disappoint- 
ment in love in 12, conflict over homosexu- 
ality in 14, the menopause in 3, abortion in 
7, serious physical disease, usually an upper 
respiratory infection in 6 and explanation of 
the facts of life to her child in one patient. 
Often it was difficult to determine whether 
these factors were entirely responsible for 
precipitating the acute phase, or whether 
they merely served as an excuse for express- 
ing the pre-existing tension, depression and 
anxiety. 

Of great significance was the number of 
operations which had occurred in 44 of these 
patients during the few years prior to hos- 
pitalization. There was a history of dental 
extraction, tonsillectomies, numerous laparot- 
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omies for abdominal and pelvic conditions 


in these patients; some having only one and 
some all of these procedures. In those with 
doubtful physical pathology and where the 
condition seemed to be determined by vis- 
ceral tension or hypochondriasis, there was 
a temporary improvement following opera- 


tion, only to be followed by a more persistent 
complaint and also unfortunately an increas- 
ing conviction in the patient’s mind that a 


physical basis existed for the symptom. 
These patients displayed marked resistance 
against facing and understanding with bene- 
fit, the emotional basis for their complaints. 
With more psychiatric teaching of the gen- 
eral practitioner and the other non-psychi- 
atric specialists, one sees less of this kind of 
patientS Wi 


treatment of th psychoneurotic 


rders, but occasionally we are reminded 


that this lesson cannot be emphasized too 


Sixty of the patients at the time of admis- 
sion showed positive physical findings such 
as malnutrition and secondary anemia. Fif- 
teen of these showed evidence of more seri- 
defects including 
chronic valvular heart disease, diabetes and 


ous physical illness or 


residuals of infantile paralysis. The com- 
mon constitutional types were represented, 
the asthenic habitus in 42, pyknic in 35 and 
the athletic in 23. 


The outstanding mental symptoms in order 


of frequency were tenseness, depression, 
hypochon- 
weakness and fatigue, insomnia, ob- 
fear of 
insanity. There was suicidal preoccupation 
in 35 patients and suicidal attempts had been 
made by 8. The symptoms of depression and 
anxiety usually improved quickly after the 
patients were admitted. 


anxiety, sexual preoccupation, 
driasis, 
and compulsions and 


sessions 


Soon after admission the patients were 
carefully studied physically as outlined in the 
first part of this paper and the positive physi- 
cal findings were promptly treated. Most of 
the patients were placed on a regular diet 
with the same results as noted in the men: 
the setting aside of dietary fads and notions. 
All of these patients ‘were able to engage in 
a full program of the hospital activities. 
All were benefited by the program of occu- 
pational therapy, physical education and the 
other socializing therapies such as parties, 
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music and plays. They varied, however, in 
their responses to psychotherapy. About 
half of them took a passive attitude of wish- 
ing only to be supported by the physician 
and took no active part in attempting to 
achieve a better insight into their difficulties, 
with subsequent improved ways of manag- 
ing them. These patients felt that physicians 
should change them in some magical way, 
without their making any effort or assum- 
ing any responsibility. Sometimes this was 
expressed in a desire to be hypnotized. In 
38 there was an active participation in the 
psychotherapy. These patients worked in- 
tensively with their physicians in going over 
the development of their personalities and 
took some responsibility in discovering ways 
of modifying attitudes and bringing into 
consciousness unfaced conflicts and drives. 
The recovered patients were in this group. 
Most of the patients responded to the physi- 
cian’s interest in their personal problems as 
well as to his interest in their hospital pro- 
gram and in the early period of their adjust- 
ing at home. The regular life in the hospital 
with the balanced activities and interests 
were carried into the future adjustment of 
patients who were benefited. Many of the 
women learned to eat properly for the first 
time and with the lessening of visceral ten- 
sions, there was an improvement in elimina- 
tion and a discarding of lifelong dependence 
on laxatives. Dysmenorrhea present in 41 
women was typically found among those who 
resented their sex and who were in conflict 
over instinctive drives. With the develop- 
ment of insight into and tolerance of these 
two factors their symptoms of dysmenorrhea 
improved. In the entire group of women 
there was the tendency to curtail unneces- 
sarily their usual activities during the men- 
strual period. With encouragement in con- 
tinuing a healthy and active routine of life 
it was noted that these patients demonstrated 
little or no tendency to swings of mood asso- 
ciated with the menses. 

The average length of hospital residence 
for the entire group was nine months. At 
the time of discharge, 32 patients had recov- 
ered. They were symptom-free and were 
able to resume their lives more effectively 
than before treatment, and have continued in 
this state. 


Thirty-five patients were much improved 
at the time of discharge. They were in much 
better physical condition, but had a few an- 
noying residuals of anxiety or other symp- 
toms. They were able to resume their work 
or studies. Follow-up studies have shown 
many of these patients to have made prog- 
ress toward better adjustments since leav- 
ing the hospital. One had a subsequent 
hospitalization. 


Seventeen patients were improved at the 
time of discharge. They were able to be 
at home, but were unable to carry on effec- 
tively. Our follow-up showed no change in 
this group. 

Sixteen patients were unimproved. Our 
follow-up showed that none of these had 
improved. Six of these patients are in other 
mental hospitals and one who was diagnosed 
as a psychasthenic is now said to be suffering 
from paranoid dementia przcox. 

Some of the above points may best be 


illustrated by the presentation of illustrative 
case histories: 


The patient, a single teacher of 26, was admitted 
to the hospital three months after a slight injury 
to her left hand, with the complaint that the wound 
was not healing properly, that she would be un- 
able to use her hand again, but with a placid, calm 
face and an inadequate concern about the need for 
treatment. 

The family background showed that her mother 
died shortly after giving birth to the patient. The 
father died when the patient was 19. Her birth 
was normal. She was an only child and although her 
father remarried, the patient never lived with her 
stepmother but was reared by relatives. There 
was a difference in religion to add to the drama 
of the early domestic difficulties and friction. She 
did well in school. Her menses began at 13 and 
she was sure that she had injured herself by riding 
a bicycle. Following her maturing, she began to 
have vague abdominal discomfort, particularly in 
her left side. Between the ages of 13 and 17 she 
had an appendectomy, tonsillectomy, a curettage 
for endometritis, and cystoscopic examinations fre- 
quently. She was an attractive girl but she was 
afraid of men who became interested in her. She 
entered teachers’ training at 19, at which time 
she was upset over her father’s death and more so 
because she did not inherit as much as she had 
hoped. She was a good student, but she lost much 
time on account of concern about her health. At 
22 after she had begun to teach, she had a mild 
burn to her scalp at the hairdresser’s. The wound 
healed with difficulty and this could not be ex- 
plained by those who took care of her. In the 
general hospital where she was treated, she was 
found to be most baffling. The thorough studies, 
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including spinal fluid examination were entirely 
normal. One year before admission she was oper- 
ated upon for intestinal obstruction. She resumed 
her teaching after a prolonged hospitalization and 
the breaking down of the wound again baffled those 
who took care of her. 

Three months prior to her admission, she injured 
her left hand on a door. The wound was super- 
ficial, and in the general hospital she developed an 
infection of the hand which required many incisions 
for drainage. There were several unusually high 
temperatures which could not be explained and 
talcum was found in her eyes, which were irritated. 
The hand gradually healed, but she showed no de- 
sire to use it. She was advised to come to a mental 
hospital for further treatment. Physically she was 
undernourished, but the only positive findings were 
the scars on her left hand, the scar on her scalp 
and the two laparatomy scars. She appeared pale 
and tired. The affect was one of placid sweet- 
ness and inadequate concern. She slept well, but 
required urging to eat properly. She became in- 
creasingly cooperative with the physiotherapeutic 
measures to improve the function of her left hand. 
She followed a full program of hospital activities. 
At first she talked of her mother’s death, her hos- 
tility toward her stepmother, her father’s changing 
his religion and his death, and of her being brought 
up by relatives. She felt alone and deserted. In 
the hospital she sought attention in many ways and 
after a year in the hospital she was able to un- 
burden that she had enjoyed the attention her vari- 
ous operations had afforded. While under treat- 
ment for the scalp wound she had frequently opened 
and infected the scalp wound with a hairpin. She 
had done the same with the abdominal wound. 
During the treatment of the hand wound she had 
placed the thermometer near the light bulb to raise 
the temperature, she had scratched the wound be- 
fore and after incisions to infect it. She was never 
frank about her fear of men, but she showed a 
drive to be childishly dependent upon older men. 
She left the hospital after a seventeen months’ resi- 
dence. She resumed her work but she has been in 
other mental hospitals and she has had other opera- 
tions including a bilateral mastoidectomy. She has 
not done well for the past eight years following 
the discharge. 

The patient demonstrates the deep insecurity re- 
sulting from a broken home and the tragedy of 
seeking attention through accidents and surgical 
procedure. 

The second patient, a married woman of 34, was 
admitted with complaints of pain under the heart, 
nausea, gaseous eructations and vomiting. She 
came of stable stock and was the fifth of eight 
children. Her birth and early development were 
normal. She was an imaginative and fearful child. 
Her menses commenced at 13 and her physical 
health was generally good. Upon finishing college 
at 21 she became a teacher, in which profession she 
continued successfully until the age of 25 when 
she was married to a man ten years her senior. 
She was not much interested in sexual intercourse. 
She was a naive, quiet person. Her two children, 
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a boy of 6 and a girl of 3, were born when the 
patient was 28 and 31 respectively. Her trouble 
began after the birth of the second child. She was 
depressed and anxious and for a few months began 
to complain of pain under her heart which was 
relieved by belching and vomiting. She also had 
fainting spells. Repeated and exhaustive studies 
At the request of her family phy- 
bserved by a psychiatrist one year 
before admission when she was in a general hos- 


were negative. 


sician she was ¢ 


pital. Psychiatric treatment was recommended but 
not followed. A year later in the same general 
hospital her family physician held out against an 
exploratory operation which was recommended by 
two other medical men and finally persuaded her 
husband to arrange for her admission tu a mental 
hospital. Her illness had caused her husband much 
concern. 

At the time of admission she was undernourished, 
but otherwise the physical findings were negative. 
She was most dramatic in her play for attention, 
fainting during the time a physician was on her hall, 
vomiting after most meals and demanding attention 
from those around her. She was carefully super- 
vised after meals and was immediately placed on a 
full schedule of activities. As she gained weight, 
she became anxious and began to unburden. As a 
child she had been jealous of her three younger 
siblings. She remembered that she had cried for 
attention when she saw them in her mother’s arms. 
She had sucked her thumb until the age of 6 and 
at an early age showed a great deal of curiosity 
about sexual matters. As a young girl she had 
believed that kissing caused pregnancy and that 
babies were born by rectum. She appeared shy and 
prudish and was most conscientious in her work. 
She had adjusted well to married life until the 
birth of her second child, a girl. She then became 
jealous when her husband paid attention to the 
daughter. She noticed her fainting and complaints 
of fatigue brought forth the concern of her most 
indulgent husband. With the beginning of the 
symptoms of nausea and vomiting she remembered 
how pleased she had been with the concern of her 
husband and his search with her for help. With 
an understanding of some of the motivation of 
her symptoms she began to show a very marked 
improvement. She increased her range of interests 
while at the hospital and after six months’ resi- 
dence she returned to the community. She has 
done well for eleven years. 

This patient shows the typical development of 
a psychoneurotic disorder and the advantage of 
early psychiatric treatment. 


SUMMARY 


1. A study of 100 psychoneurotic women 
patients admitted to the New York Hospi- 
tal, Westchester Division between 1927 and 
1937 has been made. 

2. A review of the family background 
revealed that these individuals came pre- 
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dominantly from large families in which 
mental illness was present frequently among 
the antecedents (in 68 cases). 

3. An analysis of the life histories re- 
vealed that the group as a whole enjoyed 
good physical health in infancy, but that 
they tended to be tense and insecure as indi- 
cated by the presence of neurotic traits in 
infancy in over one-half the cases. Half the 
patients were outgoing sociable and had 
many interests and these tended to do better 
under treatment than the other half who 
displayed narrowing of interests and shut-in 
personalities. 

4. The study of the present illness demon- 
strated that : 

(a) Psychoneuroses tend to be of long 
duration before hospital treatment is 
instituted. 

(b) Identification with close relatives suf- 
fering from serious physical or mental ill- 
ness was an etiological factor in the illness 
of over half the patients. 

(c) Almost one half the group had been 
subject to surgical procedures shortly before 
hospitalization. The complaints leading to 
operation were in many instances apparently 
the result of visceral tensions and hypochon- 
driasis rather than important physical pa- 
thology. These patients were resistive to 
treatment. 

5. The value of a full and varied program 
of activities supervised by the physician and 
fitted to the patients’ needs and capacities, 
together with frequent psychotherapeutic 
interviews was substantiated by this study. 

6. The average length of hospitalization 
Was nine months. 

7. Follow-up studies of 100 women with 
psychoneurotic disorders five to fifteen years 
after discharge revealed that 32 were re- 
covered, 34 much improved, 17 improved 


making a total of 83 who had benefited by 
treatment (one of those discharged as much 
improved is not included as there has been 
a recurrence and she is now under treat- 
ment ). 

8. Two case histories illustrating some 
of the above points were presented. 


COMPARISONS—PSYCHONEUROTIC Dis- 
ORDERS IN MEN AND WoMEN 


1. Mental illness in antecedents was 
almost twice as prevalent among the women 
as among the men—68 contrasted with 36. 

2. The men most frequently came from 
small families where the mother was strong 
and dominating, the father weak and inef- 
fectual. The women on the other hand came 
from larger families and there was no con- 
sistent type of parent found. 

3. Over one-half the men studied had 
suffered prolonged and depleting physical ill- 
nesses in infancy, which tended to determine 
unhealthy personality habit patterns in adult- 
hood. In contrast, the women as a group 
were healthy as infants but almost one-half 
had suffered major surgical operations just 
preceding hospitalization. These operations 
tended to fix the patient’s attention on her 
body and to deepen the conviction that her 
difficulty was on a physical basis. Operations 
in the period immediately preceding hospitali- 
zation had no significant incidence in the 
group of men studied. 

4. Although the incidence of marriage was 
about the same among both women and men, 
over twice as many women became parents— 
45 contrasted to 21. 

5. The average length of hospital resi- 
dence was one-half month greater in the 
women’s group than in the men’s—g months 
compared to 84 months. 


li 


THE PSYCHIATRIC ASPECTS OF MARIHUANA INTOXICATION ' 


SAMUEL ALLENTUCK, M.D., Pu. D., 


KARL M. BOWMAN, M.D. 


_ New York, N. 


Marihuana has been known as a passport 
to euphoria since ancient times. It has fasci- 
nated men of imagination, and descriptions 
of its effects upon the mind and body have 
been given in popular and scientific literature 
countless times. The literature has been 
adequately considered by Walton(1) and 
by Bromberg(2), and will therefore not be 
reviewed at the present time. 

The observations to be presented here are 
based on research conducted in New York 
City under the auspices of the Mayor’s Com- 
mittee on Marihuana. Studies were made of 
the effects of marihuana on a series of 77 
subjects, including some who had previously 
used marihuana for varying periods of time. 
The work was done at Welfare Hospital 
with the assistance of Drs. Frank Anker 
and Louis Gitzelter. A monograph based 
on this and collaborative work is now in the 
course of preparation, and deals with the 
pharmacological, clinical, therapeutic, social, 
psychological and psychiatric aspects of 
marihuana. This paper consists mainly of a 
description of the psychiatric manifestations 
caused by the drug. 

The active principle in the plant is an 
oil, occurring in maximum concentration in 
the flowering tops. The drug is ingested or 
inhaled after being prepared for use in vari- 
ous ways in different parts of the world. 
In this hemisphere it is usually smoked, but 
may be eaten in the form of a candy, or 
drunk in various liquid preparations. The 
strength and quality of the effect of mari- 
huana vary with the geographical source of 
the plant. It is strongest in the African 
derivative, less strong in its Central Ameri- 
can form, and weakest as found in the 
temperate zones of this country. 

Marihuana is unique in the reactions it 
produces in its users, although its physiologi- 
cal effects have been likened to those of the 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 
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group of drugs, and its psychic 


effects to those of alcohol. The following 
is a clinical picture of the sequence of events 
resulting from the ingestion of marihuana. 


The sequence of events is the same whether 
the drug is ingested or inhaled, but the 
latter produces its effects more rapidly. 
Within one-half to one hour after the in- 
gestion of marihuana the conjunctiva red- 


dens, the pupils dilate and react sluggishly 
to light ; photophobia, lacrimation, tremulous- 


ness of the eyelids, and nystagmus upon 
lateral gaze become evident. Ophthalmo- 
scopic examination reveals nothing unusual 


in the nerve head, vessels or retinal back- 


ground. The vision for distance, proximity 
and color changes but slightly. The tongue 


becomes tremulous and dry, and the mouth 


and throat parched, suggesting a diminution 


in salivary secretion. Cardiovascular changes 
consist of an increase in the radial pulse 
rate and a rise in the blood pressure which 
closely follows the pulse increase. The ex- 
tremities become tremulous, and there are 
involuntary twitching, hyperreflexia, in- 
creased sensitivity to touch, pressure and 
pain stimuli. Pyramidal tract signs are not 
elicited. There is equilibratory and non- 
equilibratory ataxia, as revealed by marked 
swaying and abnormal finger-to-finger test 
performance. Not all of these phenomena 
occur in every subject, but when any of 
them does, it lasts for about twelve hours. 
Elaborate laboratory studies of the effects 
of marihuana intoxication for shorter and 
longer periods, on users and non-users, re- 
veal no significant systemic alterations. 
Mental phenomena arise two to three 
hours after ingestion, or almost immediately 
after inhalation of the drug. The subject 
admits being “high.” This state is character- 
ized by a sensation of “floating in air,” “fall- 
ing on waves,” lightness or dizziness in the 
head, ringing in the ears, and heaviness in 
the limbs. Euphoria is first manifested ob- 
jectively in volubility and increased psycho- 
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motor activity, and later subjectively in a 
delicious and confused lassitude. Distance 
and time intervals subjectively appear elastic. 
In three to six hours after ingestion of 
marihuana hunger, manifested mainly in a 
craving for sweets, and a feeling of fatigue 
and sleepiness become prominent. The indi- 
vidual may sleep from one to six hours and 
on awakening is “down”; that is, he no 
longer feels “high.” The clinical phenomena 
may linger for another few hours. 

The mental status usually reveals a hyper- 
active, apprehensive, loquacious, somewhat 
suspicious individual. His stream of talk 
may be circumstantial; his mood may be 
elevated, but he does not harbor frank ab- 
normal mental content such as delusions, 
iallucinations, phobias or autistic thinking. 
Attention, concentration and comprehension 
are only slightly disturbed, as is evidenced 
by the fact that the results in his educational 
achievement tests are only slightly lowered. 

Marihuana may precipitate a psychosis in 
an unstable, disorganized personality, when 
it is taken in amounts greater than he can 
tolerate. Under such circumstances, the 
previously mentioned physical and psychic 
manifestations become quantitatively greater 
and new events arise. The respiration be- 
comes labored; pallor and perspiration be- 
come evident; tachycardia and irregularity 
of pulse occur. The subject complains of 
urinary urgency, diarrhea and nausea; and 
may retch or actually vomit. His apprehen- 
sion may be interrupted by laughing and 
weeping, by volubility or mutism. Marked 
irritability, negativism and cerea flexibilitas- 
like phenomena may be elicited. The subject 
may assume grotesque, statuesque positions. 
He may experience visuai pseudo-hallucina- 
tions in the form of flashes of light and 
apparitions. Micropsia and macropsia may 
occur. More intense intoxication may elicit 
auditory hallucinations similar to those met 
with in the alcoholic psychoses, such as 
alcoholic hallucinosis or delirium tremens. 

Limitations of time will not permit de- 
tailed description of the nine psychoses pre- 
cipitated in our series of 77 subjects. How- 
ever, it should be noted that a characteristic 
marihuana psychosis does not exist. Mari- 
huana will not produce a psychosis de novo 
in a well-integrated, stable person. In un- 


stable users the personality factor and the 
mood preceding the ingestion of marihuana 
will color any psychosis that may result. 
In no two of the cases developing psychoses 
in our series were the patterns similar. 
Marihuana psychosis is protean in its mani- 
festations and may be mistaken for schizo- 
phrenic, affective, paranoic, organic, psycho- 
neurotic or psychopathic reaction types. 
Should a psychosis be precipitated in an 
unstable personality it may last only a few 
hours or it may continue for a few weeks. 
It may be controlled by withdrawal of the 
drug and the administration of barbiturates. 
After a few hours of sleep following the 
psychotic episode treated with barbiturates, 
the patient may awaken with complete 
memory for his experience and with his 
insight unimpaired. 

The prolonged effects of the drug are 
strongly subjective, and consist of an in- 
crease in fatigability and vague generalized 
aches and pains. The aftermath of mari- 
huana intoxication resembles an alcoholic 
“hangover.” However, in contrast to alco- 
holics, marihuana users do not continue their 
indulgence beyond the point of euphoria, and 
soon learn to avoid becoming ill by remaining 
at a pleasurable distance from their maxi- 
mum capacity for the drug. It may be men- 
tioned that marihuana is no more aphrodisiac 
than is alcohol. Unlike damiana, yohimbin, 
testosterone propionate, etc., which produce 
genital engorgement directly, marihuana, like 
alcohol, acts only indirectly through the 
cerebral cortex in this respect. 

Marihuana differs from the opium deriva- 
tives in that it does not give rise to a 
biological or physiological dependence. Dis- 
continuance of the drug after its prolonged 
use does not result in withdrawal symptoms. 
The psychic habituation to marihuana is not 
as strong as to tobacco or alcohol. Use of 
marihuana over a long period of time may 
conduce to ingestion of progressively larger 
amounts merely through accessibility and 
familiarity. This increment however does 
not give rise to a more intense pleasurable 
experience. Thus a person experiencing 
pleasure with two marihuana cigarettes does 
not achieve any greater pleasure with six 
cigarettes, though he may indulge in them. 

A physiologically active constituent has 
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been isolated from the crude marihuana by 
Dr. Roger Adams and his associates, work- 
ing in the Noyes Chemical Laboratory of 
the University of Illinois, in Urbana, as 
was reported by Dr. Adams in his Harvey 
Lecture in February 1942. 
or its synthetic equivalent elicits somatic 
and psychic phenomena identical to those 
obtained with the crude drug. Only brief 
mention need be made of these substances 
since they are explained in detail in Dr. 
Adams’ report. Thus, natural tetrahydro- 
cannabinol is obtained by the isomerization 
of cannabidiol, through the action of p- 
toluene sulphonic acid. Synthetic tetrahydro- 
cannabinol is 1-hydroxy-3-n-amyl-6,6,9-tri- 
methyl -7,8,9,10-tetrahydro-6-dibenzopyran. 
Another synthetic equivalent called syn-hexy] 
is 
10-tetrahydro-6-dibenzopyran. The natural 
product is most potent, the synthetic equiva- 
lent least potent, and the synhexyl ranks 
between them. 


This substance 


In the course of our investigation we 
studied the therapeutic application of mari- 
huana derivatives and allied synthetics to 
opiate drug addiction, functional and organic 
depressions, and psychoneurotic disorders in 
which dysphoria and anorexia existed. The 
rationale for such therapeutic use was that, 
while exerting no permanent deleterious 
effects, marihuana or its derivatives or syn- 
thetics give rise to pleasurable sensations, 
calmness and relaxation, and increase the 
appetite. 

A series of cases were selected from 
among drug addicts undergoing treatment. 
Subjective and objective criteria were em- 
ployed. Comparative results were charted 
for the gradual withdrawal, total withdrawal, 
and marihuana derivative substitution, as 
methods of treatment. A modification of the 
technic of Kolb and Himmelsbach was em- 
ployed in studying the abstinence syndrome. 
Forty-nine subjects were studied. The re- 
sults in general, although still inconclusive, 
suggest that the marihuana substitution 
method of treatment is superior. Thus, the 
withdrawal symptoms were ameliorated or 


| Sept. 
eliminated sooner, the patient was in a better 
frame of mind, his spirits were elevated, his 
physical condition was more rapidly rehabili- 
tated, and he expressed a wish to resume 
his ¢ ccupation sooner 

In conclusion it is worthy of note that 


ma rih 1 is probably taken by its users for 

e purpose of produ sensations com- 
parable to those produced by alcohol. It 
causes a lowering of inhibitions comparable 


7 
to tnat € icited by alcohol in a blood concen- 


tration of 2-3 mg. per cent. The user may 
speak nd act n e freely is inclined to 
day-dreamin ind experiences a feeling of 
calm and pleasurable relaxation. 


Marihuana, by virtue of its property of 


inhibitions, accentuates all traits of 
personality, both those harmful and those 


beneficial. It does not impel its user to take 
4 ant > 
spontaneous action, but may make his re- 


sponse to stimuli more emphatic than it 


would be. Increasingly 


larger 


doses of marihuana ars necessary in 


that the long-term user may capture 


egree of pleasure. 
Marihuana, like alcohol, does not alter the 
basic personality, but by relaxing inhibitions 


may permit antisocial tendencies formerly 
suppressed to come to the fore. Marihuana 
does not of itself give rise to anti-social 
la 
There is no evidence to suggest that the 
continued use of marihuana is a stepping- 
stone to the use of opiates. Prolonged use 
of the drug does not lead to physical, mental 
or moral degeneration, nor have we observed 
any permanent deleterious effects from its 
Quite the contrary, mari- 
huana and its derivatives and allied syn- 


continued use. 


thetics have potentially valuable therapeutic 
applications which merit future investigation. 
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DISCUSSION 


LAWRENCE Kots, M. D. (Washington, D. C.).— 
Marihuana intoxication has excited a great deal of 
interest in the United States during the past 15 
years. There have been numerous fantastic lay 
articles and at least one book published about it. 
The book by Walton that Dr. Allentuck mentions 
contains a good historical account of the use of the 
drug throughout the ages and of its effects as 
observed by poets, physicians and others who, 
through morbid curiosity or scientific interest, ex- 
perimented upon themselves with the drug or 
studied the behavior of willing subjects who had 
been given large doses of it. The book also contains 
a crusading chapter in which, by quotations from 
alarmist lay articles, from newspaper columnists 
and other sources of similar scientific knowledge 
and interest, the uninformed are led to believe that 
modern civilization is about to disappear because 
of the drug. However, this catastrophe has been 
averted by recently enacted laws, and the marihuana 
user now gets five years or so in prison instead 
of the trip to heaven that he had been looking for. 

In view of the misinformation and alarm that 
has gotten abroad about marihuana it is important 
to have a competent group like the Mayor’s Com- 
mittee to study this drug and present the real facts. 
In the meantime Dr. Allentuck’s timely paper will 
tend at least to get physician’s feet back on the 
ground. The case against marihuana has been very 
much overdrawn, but we learn from Dr. Allentuck 
that the drug does have intoxicating effects and 
that in susceptible people it may precipitate a 
psychosis. A drug which has these properties is, 
of course, dangerous. Reports from other countries, 
notably Egypt and India, seem to indicate that 
it is a much more common cause of psychosis than 
Dr. Allentuck seems to believe. Nevertheless, he 
reports nine psychoses in a series of 77 subjects. 
Although these cases were highly susceptible such 
a high proportion suggests that the problem needs 
more study. The studies should be made if possible 
in a country such as Mexico where there is said to 
be a really widespread use of marihuana. It is of 


interest, however, that many physicians in Mexico 
feel that marihuana does little if any harm. 

It is reassuring to find from the careful study 
that Dr. Allentuck has made that the alarm about 
the relation of marihuana to crime is unfounded. 
The drug, like most other intoxicants, is taken 
mostly because it produces a sense of ease and 
finally sleep, but on its way to this final result 
there is a peculiar, bizarre type of intoxication 
with release of inhibitions. One of my cases said, 
“I can see to the bottom of things and solve prob- 
lems much better.” Other cases have a vivid sense 
of happiness for short periods. Some become 
alarmed during one stage of their intoxication, 
others become hilarious and noisy. It can readily 
be seen that a drug which produces all these effects, 
if used as widely as alcohol is used in this country, 
might be like alcohol a very important contributing 
cause to crimes of various kinds. 

Dr. Allentuck feels that marihuana may be useful 
in treating the neuroses, opium addiction and 
chronic alcoholism. He is here, I think, treading 
on dangerous ground. I have seen many chronic 
alcoholics cure themselves of alcoholism by be- 
coming addicts to morphine, and many morphine 
addicts cure themselves of morphine by becoming 
drunkards. Sem addicts who have gone through 
a ten-day withdrawal cure return to the hospital 
in a few days in a state of coma from overdoses 
of veronal or other hypnotic drugs. We have in 
these instances evidence of a fundamentally similar 
craving that is responsible for the alcoholism, mor- 
phinism and other forms of addiction. We should 
bear in mind that these various addicts become 
addicts because by some accident they were intro- 
duced to drugs that have a special meaning for 
them. This should make us wary of trying to cure 
any addict or any neurotic individual by giving 
him the idea that some soothing or intoxicating 
drug is what he needs. 

The apparent isolation of the active principle 
of marihuana by Dr. Adams, by making experi- 
mental studies of it easier, should be a great help 
in our effort to evaluate its exact effects. 
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SOME DYNAMIC ASPECTS OF ALCOHOLIC PSYCHOSES ° 


WM. J. TURNER, B.S., 


M.D. 


Veterans Administration Facility, Northport, L. 1., N. Y. 


A review of the results of therapy of the 
alcoholic psychoses, undertaken at the Vet- 
erans Administration Facility at Los Ange- 
les in 1940, resulted in a number of obser- 
vations and deductions far removed from 
the original goal. Indeed, no sooner had we 
begun to classify our patients than we real- 
ized the necessity of reviewing the matter 
of classification itself. The terminology in 
use today is static and arbitrary, as will be 
shown, and however useful it may be for 
statistical purposes it is wholly inadequate 
as a foundation for the study of disease. We 
rarely found a patient who did not undergo 
manifestations of more than one type of 
alcoholic psychosis in the course of his re- 
covery. The more grave the condition on 
admission, the more phases could be recog- 
nized before maximum improvement was 
reached. The following patient in particular 
arrested attention, and instituted the line of 
investigation which prompts the present 
communication. 


CasE 1.—This 50-year-old white truck-driver 
had been a continual drinker for 24 years, rarely 
going a day without at least one ounce of whiskey. 
Ordinarily he had had a good appetite and had eaten 
well, but in November, 1939, he had suffered a 
head injury in an automobile accident, and since 
that time he had become depressed and had not 
eaten well. He drank more, and in February, 1941, 
he had been arrested for drunken driving, for the 
first time in his life. While awaiting trial he had 
eaten still less, and on the day of his admission, 
following his trial, at which he was fined $100.00, 
he had two convulsions. 

On admission, February 28, 1941, he was ob- 
viously undernourished. He was rigid, had gen- 
eralized muscular tremors and carphologia. His 
tongue had been severely bitten. He did not respond 
to questions. The following day he alternated be- 
tween coma and generalized clonic convulsions. 
That night his temperature rose to 104 and he ap- 
peared to be dying of pneumonia, but with the ad- 


1 Research paper No. 2, Neuro-psychiatric Re- 
search Unit, U. S. Veterans Administration Fa- 
cility, Northport, L. I, N. Y. Published with the 
permission of the Medical Director of the Veterans 
Administration who assumes no responsibility for 
the views expressed herein. 
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fluids he improved a little so that 


on 3/3/41 dication by mouth could be given. 
He was no longer comatose and convulsions had 
ceased, but he was stuporous and could be aroused 
W difficulty. At intervals, when he was aroused, 
he was delirious, completely out of contact with 
his s undings, talked with persons in the ceiling, 
ind saw little girls sliding from his pillow to the 

foot of the bed. He was viously panic-stricken 
t this. Ur thiamin, nicotinic 


, and a syrup of B-complex, he improved rap- 
to questions, was 


evidently coming into contact with his environment, 


On 3/ 4/4! he re sponded 


+ 


1 


but was still disoriented, hallucinating and delu- 
sional. The following day he was in better contact, 
but his retention was grossly defective; he still 

the idea that this 
was being done to torment him. On 3/6/41 hallu- 
cinations were no longer in evidence, but he had 


1 


heard birds chirping, and he 


paranoid delusions concerning persons whom he 
claimed to have aided in the past, who would not 
now come to his aid to help him pay his fine. His 


memory for recent events was improving, and his 
retention was definitely prolonged. He was alert, 
but his attention could not be focused for long; he 
was unsteady, but 


he cooperated well in a physical examination. 


was apprehensive; his speech 


During a three-hour period he also gave an essen- 
tially correct anamnesis, but could not tell what 
had happened since the early part of February. 
On 3/12/41 he did not recall the examiner, nor 
the interview of six days before. He was now clear; 
his attention could be held; he still felt unjustly 
treated by his friends, but the violent emotional 
tone had gone out of this attitude. He gave a 
history up to the day of his admission, but showed 
complete lack of insight into his condition. His 
improvement continued more slowly after that 
time, but on 4/16/41 he still had markedly defec- 
tive judgment, apathy and lack of interest in the 
future. On 6/2/41 he left against medical advice, 
anxious to return to work. During this time he had 
gained over 30 lbs. in weight, his depression van- 
ished, and his whole physical and mental condition 
underwent a dramatic alteration. 


Statically considered, this patient at vari- 
ous times might have been given any of the 
following diagnoses : psychosis, intoxica- 
tion, alcoholic, delirium tremens with (a) 
coma, (b) convulsions, (c) stupor, and 
(d) delirium; psychosis, intoxication, alco- 
holic, acute paranoid type ; psychosis, intoxi- 
cation, alcoholic, pathological intoxication ; 
and psychosis, intoxication, alcoholic deteri- 
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oration. There appeared to be no escape 
from the conclusion that this patient pre- 
sented disruptions of psychobiological inte- 
gration in a series of diminishing intensity 
as various levels of integration regained 
function, with simultaneous somatic and 
mental improvement toward the condition 
of health. 

Examination of a large number of patients 
since this observation was made has shown 
that this is not an isolated instance. Of 
nearly 200 patients with alcoholic psychoses 
admitted and studied during recent months, 
the only ones who did not show clearly the 
same sequence of return of integrative func- 
tion were those who had evidences of local 
organic brain disease ; and even among those 
with such signs many patients exhibited 
more or less clearly the course indicated in 
Often one phase or more passed 
quickly, or was poorly defined; and fre- 
quently the patient appeared to skip one or 
more of the phases, but this was due to sleep 
either on the part of the patient or on the 
part of the examiner. Often patients would 
go to sleep while having vivid hallucinations, 
to awaken after a prolonged sleep with no 
hallucinations or delusions, and in fair con- 
tact with their surroundings, but still with the 
wandering attention, and poor retention and 
recall of the phase of automatism. Most 
patients with delirium tremens have stopped 
improving or have improved only slowly 
after reaching such a stage. Patients whose 
maximum disintegration was at the level of 
hallucinosis or mild delirium more often re- 
turned to their pre-psychotic integrative 
level. Given a patient in a phase of alcoholic 
psychosis, with tmprovement, he passes 
through every less severe phase toward 
health until the maximum improvement for 
the individual is reached. Given a patient 
in contact, who is hallucinated, delusions are 
always present, though not necessarily easy 
to elicit. Given a disoriented patient with 
delusions, hallucinations are always present, 
though not necessarily prominent. The clini- 
cal manifestations appeared to require that 
the brain be diffusely, rather than locally or 
focally affected. 

A second patient exemplifies further some 
of these observations. 


case i. 


Case 2.—This Irishman, with a long history of 
maladjustments, of hysterical manifestations and 


alcoholic excesses, was a pleasant and agreeable 
individual while on the parole ward. He eloped 
November 1, 1940, and drank an undetermined 
quantity of alcoholic beverages during the next 16 
hours. The following morning, 11/2/40, he was 
picked up by the police in a rooming house, where 
he was found knocking his head against the floor 
and yelling. Somehow he had probably been beaten 
in a fight, and when he was brought to the hos- 
pital a few hours later he was complaining of pains 
in his joints, and said that he had had his arm 
broken. He talked of many other things in a logor- 
rhea, among which were accounts of conversations 
and experiences which were obviously recollections 
of recent hallucinations. He also told at length of 
how he had gotten into trouble with women and 
had to be sent to Folsom Prison and to San Quen- 
tin. With this he became profane and went into a 
diatribe against women. As a matter of fact, this 
was delusional in its entirety. In the evening the 
patient was quieter, and cooperated with the per- 
sonnel on the infirmary ward. He was fully ori- 
ented and the delusions were of less violent nature. 
The second day he denied all of the hallucinatory ex- 
periences, and on the third day, the delusional ones 
as well. At this time he asked what had happened 
to him and where he had been since he eloped. 
Later he was unable to give a consistent story of 
the drinking which led up to the acute episode and 
treated the whole affair as a joke. He continued 
in a mildly deteriorated condition with poor reten- 
tion, occasional irritability, lack of insight and mild 
euphoria until his elopement on 4/2/41. 


I wish to add a further example of this 
phenomenon in drug intoxications, for this 
provides evidence that the course noted above 
is not confined to psychoses incident to 
alcoholism. 


CasE 3.—This man, a negro, aged 46, was given 
a medical discharge from the army during World 
War No. 1 because of psychoneurosis. He had a 
penile sore at 20, treated irregularly. In 1936 he 
contracted lymphogranuloma of the penis which 
had been treated at intervals until it became so 
bad that he entered the medical service of a Vet- 
erans Facility. He was in good physical condi- 
tion except for an ulcer 2” x 24” in size on the 
dorsum of the penis. The Frei test was positive. 
Blood Wassermann was negative, but the Kahn was 
positive. Neurological examination was negative; 
no note of the patient’s mental status was made, 
but he evidently was not psychotic. Treatment with 
sulfanilamide was begun November 26, 1940, and 
continued until January 11, 1941, with a fairly con- 
stant blood level of 10 milligrams per cent of free 
sulfanilamide. During this time his ulcer became 
progressively smaller, but the patient, in isolation, 
became more apprehensive and worried and, in ret- 
rospect, more ashamed of having a penile sore. On 
January II, 1941, out of an apparently clear sky, 
he was found to be confused and thought the witches 
were going to kill him. Transferred to the N.P. 
hospital, he was found to be confused at times and 
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in variable contact with his surroundings. Usually 
oriented for time and person, he had difficulty in 
concentrating. He complained of hearing voices 
over the radio condemning him, saying that he was 
to be killed and go to hell. He stated that he had 
been deserted by everyone because of the ulcer on 
his penis, and that everybody was his enemy. He 
did not appear to be afraid of going to hell, but 
kept looking behind him to avoid being overtaken 
from the rear. The next day he was actively de- 
lirious, being made worse by restraint. On 1/14/41 
he was quieter, but he had not eaten for two days 
because, at first, the voices told him he was to be 
poisoned, and later he thought the food was not 
his. On 1/16/41 he had no more hallucinations. 
Although he was still in poor contact he realized 
it, and puzzled over it, asking again and again, 
where he was and what we were going to do with 
him. During the ensuing week, he was quiet and 
cooperative during the day, but at night he became 
restless, disturbed, resistive and easily stirred to 
combativeness. He was somewhat reticent and 
shy, even during the next month. For several weeks 
he could not give an account of his history, his 
retention was poor, as was his recall; and his at- 
tention was variable. He would come to stand in 
the door to the nurse’s office a dozen times a day, 
asking what he was supposed to do. He gradually 
began to apply himself to ward work, at first under 
supervision; but by 2/10/41 his psychosis appeared 
to be over and he was working under, his own 
initiative. He was transferred to another ward to 
await staff action, paroled a month later, and dis- 
charged sane and competent April 8, 1941. 


The writer has been able to verify time 
and again the almost monotonous regularity 
with which this clinical course may be en- 
countered on an acute or infirmary service 
of a neuropsychiatric hospital. It is believed 
that any one who sees this type of patient 
daily will be able to follow this course in 
an astonishingly high proportion of his own 
cases, in a great variety of etiologically dis- 
tinct conditions. 

Although there is still doubt as to the exact 
nature of the nutritional deficiency involved 
in alcoholic psychoses(1) there seems to be 
no escape from the conclusion that these 
psychoses are due to defects of nutrition. 
These defects, once attributed solely to lack 
of thiamine, are probably of multiple nature. 
In any event, a large number of support dis- 
orders of various etiology exhibit identical 
manifestations and courses. This makes it 
important to study not alone the etiological 
factor but also the nature of the neuro- 
physiological processes involved. 

These cases exhibit beautifully the prin- 
ciple of dissolution as enunciated by Hugh- 
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lings Jackson. The nearly normal actions 
of the alcoholic with pathological intoxica- 
tion and his apparently complete contact with 
his surroundings, coupled with his amnesia, 
are instantly recognized by the followers of 
Jackson as elaborate automatisms. The de- 
lusions and hallucinations, then, may be ex- 
plained as the manifestations of action of 
lower removal 


of the inhibiting influence of higher centers, 


centers resulting from the 


with reduction to a more automatic condition, 
coupled with a loss or defect of conscious- 


same principle holds true in the 


ness. Che 
cases showing more extensive loss of higher 
cortical functions: delirium, convulsions, and 


In view of the fact that despite varied eti- 


ology, the patients in alcoholic psychoses 
xhibit essentially a simil 
exhibit essentially a similar course, it is be- 
lieved that the terminology now in use should 
be modified in such a way as to reflect the 


dynamic aspects of the conditions seen. In- 
cluded in the diagnosis should be the etio- 
logical agent, the resulting general physio- 


g., avitaminosis), the maxi- 
mum extent of clinical severity (e.g., stupor) 
and the maximal improvement reached (e.g., 


delusional state). 


logical effect (e.¢.., 


SUMMARY 


In alcoholic psychoses an essentially unt- 
form clinical course encountered. 
y, the progres- 
sion is: automatism, delusions, hallucina- 


is usually 
In order of increasing severity, 
delirium, convulsions, 
and death. 


tions, stupor, coma 
With the exception of the last 
step, this series tends to be reversible. How- 
ever, improvement may stop at any point 
before health is regained, leaving residual 
deterioration or chronic psychoses simulat- 
ing schizophrenic patterns. It is suggested 
that the diagnosis of alcoholic psychoses in- 
clude the most severe stage reached at the 
height of the illness as well as the maximum 
improvement obtained. 
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PROCEEDINGS OF SOCIETIES 


THE AMERICAN PSYCHIATRIC ASSOCIATION 
ProcEEDINGS NINETY-EIGHTH ANNUAL MEETING 


HOTEL STATLER, BOSTON, MASSACHUSETTS 


May 18-21, 1942 


Monpay MorNING SESSION 
May 18, 1942 


The first business session at the Ninety- 
Eighth Annual Meeting of The American 
Psychiatric Association convened in_ the 
Hotel Statler, Boston, Massachusetts, at 
nine-fifty o’clock, Eastern War Time, the 
President, Dr. J. K. Hall, of Richmond, Vir- 
ginia, presiding. 


PRESIDENT HAti_.—Ladies and Gentlemen: The 
\merican Psychiatric Association is now assembled 
in its ninety-eighth session. 

We will have the invocation by the Reverend 
Cornelius P. Trowbridge, Chaplain to the House of 
Representatives of the Commonwealth of Massa- 
chusetts. 


REVEREND CorNELIusS P. Trowsripce.—Almighty 
God, unto Whom all hearts are open, all desires 
known, and from Whom no secrets are hid, cleanse 
the thoughts of our hearts by the inspiration of Thy 
Holy Spirit that we may perfectly love Thee and 
worthily magnify Thy holy name. Thou, Who are 
the source of health and healing, grant us, Thy 
children, such a consciousness of Thy indwelling 
presence as may give us utter confidence in Thee in 
all pain and weariness and anxiety; may we throw 
ourselves upon Thy besetting care, that knowing 
ourselves fenced about by Thy loving omnipotence 
we may permit Thee to give us health and strength 
and peace, and so may we become worthy channels 
of Thy infinite compassion to a disordered world. 
We ask it in Thy name. Amen. 


PRESIDENT Hatu.—The address of welcome will 
be made by Dr. Frank Roberts Ober, President of 
the Massachusetts Medical Association. Dr. Ober! 


Dr. FRANK Roserts Oser.—Mr. President, 
Ladies, Members and Guests of The American 
Psychiatric Association: It is fitting that the oldest 
state society in continuous existence greet you here 
today as the oldest national society. As the official 
representative of the Massachusetts Medical So- 
ciety, I extend to you a hearty welcome. I want to 
commend you for the style of program that you 
have. It is a well-balanced one. It covers the 
activities of psychiatry of peace and those of war. 

There is one paper in your program that is of 
particular interest to me. It is “Emotional Dis- 
turbances of Chronic Arthritis.” I have always 


said that there are more cases of arthritis due to 
chronic emotionalism (which is a term I don’t think 
I coined myself) than all the dead teeth in the 
world. You will find that the arthritic who gets 
no relief from having all his infections removed, his 
teeth taken out and his tonsils removed, his sinuses 
bored open, his gallbladder and appendix out, still 
has a problem in psychiatry, which the psychiatrist 
may solve. This may be true in a lot of other 
diseases. 

I trust that you will have an excellent meeting 
here, that you will be happy in Boston, that the cold 
hospitality of Boston will be broken down by your 
Southern colleagues, as I have seen it done in the 
past, and that your meeting will be most successful. 

It is with great pleasure that I welcome you all 
here at this, your ninety-eighth annual meeting. 


PRESIDENT thanks of the Association 
for this cordial welcome will be expressed by Dr. 
Arthur H. Ruggles, President-Elect of the Ameri- 
can Psychiatric Association. Dr. Ruggles! 


Dr. ArtHuR H. Ruccies.—Dr. Hall, Dr. Ober, 
Members of the Association and Guests: Dr. Ober 
hardly needs tell us of the hospitality of Massa- 
chusetts and Boston. We have been here before 
and many of us remember some of the grand meet- 
ings that we have held here in Boston, and we were 
glad to come back this year. 

We feel very happy to be greeted by the President 
of the State Medical Society which has been the 
longest in continuous existence. We also are glad 
to be here as the oldest national medical group in 
this country. It is very fitting that these two organi- 
zations meet and extend greetings. 

We are also extremely grateful to Dr. Ober for 
calling attention to the interrelationship of ortho- 
pedics and psychiatry. I want to assure him and 
his associates that the members of this Association 
are continuously striving to interrelate the medical 
specialties more and more. We have profited by the 
advances in medicine and surgery, orthopedics and 
gynecology, and we hope that not only during this 
meeting but at all times we may be of help, that we 
may give freely of our cooperation to all of the 
medical sciences. As Dr. Ober has pointed out, in 
these days we need cooperative effort and it is only 
through the cooperation of all medical men that we 
can advance our front in the scientific world, and in 
a progressive way, and we pledge to him and the 
society that he represents our best efforts in a 
cooperative endeavor to do our mission better each 
year that we meet. 
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PRESIDENT HALL.—Thank you, Dr. Ruggles! lective servi there were no recreational facili- -— he 
The Committee on Arrangements is large. It is ties whatsoever set up for ther the U.S. G., e sy 
representative of this great New England area. United Service Organizations, ich is composed me 
The Committee has been busying itself in the most f the Y. W. C. A, the Y. M. C. A., the Catholic Dr. 
highly efficient fashion in making ready for us all ¢ munity Servi the Salvat \rmy, the Jew- bers ¢ 
the good things that we will enjoy while here in sh Welfare Board and the National Travelers Aid it spe 
Boston. The Chairman of the Committee on Ar- \s tion, got together and rmed this fine you t 
rangements, Dr. Harry C. Solomon, of Boston, will com: ty service minut 
now tell us about the good things that he and hi \s I have said, no recreatio: facilities at all and it 
Committee have provided for us. Dr. Solomon! W rovided for them. My brother, who now is some 

Guests: The Committee on Arrangements has pe those 
‘ ‘ WETS a Of 200 or 300 do ou 

somewhat stream-lined the entertainment and other of 
arrangements because of the particular conditions cojdijers nil enine. which 
of this year. The program contains the story of and time 
what we have prepared for you. thee wonld 1 the restaurants 
We hope you will enjoy your visit here, that you ; are could get in — 
will call upon the numerous members of the Ar- eae. topliond he same was tense of The 
rangements Committee for anything that you think 4, ving picture theaters. They uldn’t be ac- The 
can assist you. So. instead of 
Finally, I would like to say that the various and teen would find 
in the New England district have taken a large pop mething would hanoen. and very litth = 
part in the development of what program we have. oma 
They have largely, if not completely, financed any 4 cram 
entertainments or other functions, merely as an | lubhouses all over the United States. Thes 4 
evidence of their interest and pleasure in having jaye overseas units. and they have a fine mobile et 
The American Psychiatric Association meet in 9 ynit which goes out and « he hovs who ar itn 
Boston, which is the center of New England, not and duty at our 2 ocks. 
merely a place in Massachusetts. our bridges and places where th nid conti eed 
So the New England Psychiatric, the Connecticut {5 clubhouses because the clubhouses are so far oe 
and the Rhode Island Societies have all taken their away from them ; Ch 
part alike, and we want you to know this is a New U. S. O. services include socials. dancing. —— 
England, rather than merely a Boston meeting. ined thames tox the tore 
PresieNtT Hati.—Prick up your ears, please. angen 3 duty, showers if t feel they want to In th 
Mr. John Kieran, who incarnates “Information, VES are in a town or city about 
Please,” says this: She is a member of the Massa- the 
chusetts and the Federal Bars. She has been a a pap 
practicing attorney for twelve years engaged ina ‘<TC 'S @ tittle register and there the boys put to the 
general practice of law. She is President of the diversion the 1 
Business and Professional Women’s Club of Boston ‘'S Concerned. 2 might interest you ¢ ee: paper 
and vice-president of the Massachusetts Federation ‘OP 1S Women, second is wite;" third, of tir 
of Business and Professional Women’s Clubs. She Th 

and, SIxth, sieeping \ot cons red diversions are 
is a member of several civic and fraternal organiza- their 
tions. She is a member of the law firm of Messrs. the 
Curry, Mowles & Murdock, of Boston. You have that 1 
already surmised, of course, that I am speaking accep 
about Miss Elizabeth M. Curry, of Boston, who is YOU hin time. 
here as the vocal representative of the U. S. O. DOYS you will Mar eve! I y 
war fund campaign. I am certain that we shall all dace the 
ere, please are i! ve! $1 e big c 
hear Miss Curry gladly. and town, and every place where you will find the medic 
Miss ExizasetH M. Curry.—Mr. Chairman and wen in the servic the 11.8 not t 
Members of The American Psychiatric Association: ‘we. them ¥ support prese 
Millions of young American men are today in the ai clatio 
armed services of their country. Already stories PRESIDENT Hatt.—We thank you, Miss Curry, annot 
have come back to us of their bravery and brilliance for your message. sever 
on the far-flung battlefields of this world. Yet less One of the busiest group busy mortals in vidua 
than a year ago, for most of them, they were work this busy country in thes isual times is the by cl 
ing in our offices and in the factories here in our Program Committee of The American Psychiatric alrea 
own country. Yet when the emergency came, they Association, of which Dr. Karl M. Bowman is other 
left their homes and they went into what was for Chairman. Before he became Chairman of that other 
them a new and entirely different life. Committee, he lived in New York City and recently Th 
At the time the American army was organized, he has gone to the West Coast. I don’t know Coun 
at the time the young men were inducted into the whether that was an escape journey or not; but he insta 
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is here today, and Dr. Bowman will tell us about 
the program that he has prepared for this meeting. 


Dr. Kart M. Bowman.—Mr. President, Mem- 
bers of the Association: The program as you have 
it speaks pretty much for itself. However, I warn 
you that there will have to be a number of last- 
minute changes, both in papers that are being read 
and in presiding officers. Due to the war, of course, 
some of our members are unable to be here at the 
last minute, both those who are reading papers and 
those who are discussing them. We will, however, 
do our best to substitute for them. 

As you will note, our program this year is dif- 
ferent from what we have had in the past. Last 
year, we tried a new scheme of leaving Thursday 
afternoon open, essentially for recreational pur- 
poses and carrying the meeting over through Friday. 
The general feeling was that it was not desirable. 
This year, in view of the war situation, it was felt 
we should make the program shorter, if possible. 
On that basis, therefore, we have started out by 
opening the association meeting officially on Monday 
morning instead of Tuesday and by putting in one 
more section on Monday as compared with the 
past where there have been the sections on Forensic 
Psychiatry and Convulsive Disorders only. We 
stop the program on Thursday evening instead of 
continuing over on Friday. This also results in 
four sessions on Thursday afternoon in order to 
complete the program, instead of the usual three. 

There have been other complications about pre- 
paring the program, and in anticipation of next 
year I would like to bring before the group one or 
two points which are of the greatest importance. 
In the first place, the Program Committee meets 
about the 20th of December to consider papers for 
the May meeting. Therefore, if you wish to read 
a paper at the meeting next year, you should send 
to the Chairman of the Program Committee before 
the roth of December your application to read the 
paper and give a brief abstract of it and the amount 
of time you think necessary. 

This year a great many persons did not put in 
their applications in time for the annual meeting of 
the Program Committee and the result has been 
that many were turned down who might have been 
accepted if they had had their application in on 
time. 

I would also call the attention of all of you to 
the fact that if you have read a paper at another 
medical meeting or if it has been published, it is 
not to be submitted and will not be accepted for 
presentation at The American Psychiatric Asso- 
ciation. It seems almost unnecessary to make this 
announcement, but, unfortunately, there have been 
several instances on our present program of indi- 
viduals who have submitted papers and more or less 
by chance, I have discovered these papers have 
already been published in medical periodicals. In 
other instances, papers have been presented before 
other medical societies. 

Therefore, this matter was taken up before the 
Council last night and the Council felt that if such 
instances occurred in the future, it would be the 
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duty of the Chairman of the Program Committee 
to lay the matter before the Committee on Ethics. 

The Council has also made somewhat different 
arrangements for the sectional programs for next 
year. The sections will be expected to have their 
preliminary programs ready at the same time the 
general program is arranged. Therefore, the 
sectional program requests for presentation should 
be in also before the 1oth of December. The sec- 
tional programs will be considered along with the 
general program at the meeting on approximately 
December 20th. Therefore, if you are planning to 
present a paper or wish to present one at a section, 
the same rule will apply and you may either mail 
your request in to the Chairman of the Program 
Committee or the chairman or secretary of the 
section. 


PRESIDENT Hatit.—Thank you, Dr. Bowman! 
The report of the Secretary-Treasurer of The 
American Psychiatric Association will be made by 
Dr. Winfred Overholser, Superintendent of St. 
Elizabeth’s Hospital in Washington. Dr. Over- 
holser ! 


SECRETARY OvERHOLSER.—Mr. President, Mem- 
bers of the Association: I am glad to report that 
during the year just closed, the membership of all 
classes of the Association showed a net gain of 
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242, in spite of 26 deaths and a number of resigna- 
tions. 

The total membership of all classes at the present 
time is 2747, or 17 Honorary, 69 Life, 4 Correspond- 
ing members, 956 Fellows, 1442 Members, 259 
Associates. 

I am glad to report that the finances of the Asso- 
ciation are in a healthy condition. The net re- 
sources of the Association at the present time, 
according to the report of the certified public ac- 
countant, are $30,024.35. 

During the year, $15,000 in series G of United 
States Government War Bonds were purchased by 
the Association, and the Council voted last evening 
to purchase $3000, at least, of Canadian Government 
bonds. 

The Council met for a rather long session yester- 
day afternoon and evening and will meet again 
at four o’clock this afternoon in the Hancock Room. 
All members of the Council and Past Presidents 
of the Association are invited and requested to 
attend. 

At the meeting last evening, a number of matters 
were taken up, and those will be dealt with more 
fully in the report of the Council activities tomor- 
row morning. 

There are one or two items which might be 
brought up at the ‘present time for your action and 
information. First, the question of the place of 
meeting next year. The Council voted to recom- 
mend Detroit as the place of meeting in 1943, 
reserving, however, to the Executive Committee, 
in view of the existing and prospective emergency, 
the right to change if conditions seem to demand. 

It was voted to recommend to the Association 
the acceptance as affiliated societies of four state 
and local organizations, as follows: The Michigan 
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Society of Neurology and Psychiatry; the Cin- 
cinnati Society of Neurology and Psychiatry; the 
Kansas Psychiatric Society, and the North Pacific 
Society of Neurology and Psychiatry. 

During the year, the members were very helpful 
in one matter in Congress, namely, the question of 
the continuance of the annual collection of insti- 
tutional statistics. In response to appeals from the 
Journal and the National Committee of Mental 
Hygiene, many of the members wrote to Congress- 
men and Senators, and it is hoped and expected, 
although the final word has not yet been spoken, 
that as a result largely of that activity, the annual 
collection of institutional statistics will be continued. 

The Council had hoped during the past year to 
invite a number of Latin-American psychiatrists 
to be present at this meeting. Unfortunately, ship- 
ping conditions and the crowded condition of air 
lines from South America made this virtually im- 
possible. At least one Mexican psychiatrist is 
present, Dr. Moreno, of Mexico City, who is on the 
program, and Dr. de Almeide, of Brazil, who had 
hoped to be present was called back only the day 
before yesterday to Brazil. 

That concludes for the present the report of the 
Secretary-Treasurer. 


PRESIDENT Hatit.—Thank you, Dr. Overholser, 
for your labors and for your report. 

The Chair will entertain a motion that this report 
be accepted and adopted. 


Dr. GeorcE S. STEVENSON (New York, N. Y.).— 
I move the report be accepted with appreciation. 


PRESIDENT Hatit.—You have heard the motion 
by Dr. George Stevenson, of the National Com- 
mittee for Mental Hygiene, that the report of the 
Secretary-Treasurer be accepted with appreciation 
and adopted as read. 


The motion was seconded by Dr. George 
H. Stevenson, of London, Canada, was put 
to a vote and carried. 


The Chair asks three members to constitute the 
Committee on Resolutions: As Chairman, Dr. 
Edwin G. Zabriskie, of New York; Dr. David E. 
McBroom, of Minnesota; and Dr. Thomas J. Heldt, 
of Michigan. 

Twenty-four of our fellow members who devoted 
their lives to ministrations to their fellow mortals 
have gone to join the innumerable caravan. During 
the in memoriam period, we stand in grateful 
appreciation for their services to their fellow mor- 
tals and in silent and solemn tribute to their 
memories, while the Secretary-Treasurer reads 
their names. 


The audience stood while Secretary Over- 
holser read the names of the deceased mem- 
bers, as follows: 


Percy J. S. Bird, M. D., Weyburn, Sask., Canada, 
died Nov. 18, 1940. 


| OCIETII | Sept. 
H. Gilman, M.D., Ind polis, Ind., died 
AI 
Lee ( tol M.D \ugusta, Ga., died 
27, 1041 
ell W. Bart M. D., V t D. C., died 
M 28, 1941 
es S. Parker, M.D., Kings Park, N. Y., 
March 28, 1041 
R. T. Wylie, M.D., Faribault, Minn., died 
M h 3 41 
Iry McKelwa M 0, Idaho, 
ed April 7 I 
( les G ews M.D t Mass., died 
\ 194! 
S. Valentine, M.D., Columbia, S. C., died 
\T I 41 
\ nte A. Navarro, M. D., Medfield, Mass., died 
fay 5, 
Ralph P. Folsom, M.D., Poughkeepsie, N. Y., 
1 May 12, 1941 
( t E. Se M.D., Madison, Wis., died 
5 ‘2. 
\\ M.D., Montreal, Que., 
d July 8, 1941 
Frank M. Mikels, M.D., Los Angeles, Calif, 
1 Aug. 29, 1941 
Samuel K é n, M.D ewtown, Conn., died 
Sept. 3, 1941 
Will Rebec, M. D., Belmont, Calif., died Sept. 10, 
1941 
vard B. I M t Mass., died 
Sept. 17, 1941. 
Ira A. Darl M. D Torrance, Pa., died 
Uct Oo, IQ4I. 
Menas S. Gregory, M. D., New York, N. Y., died 
Nov. 2, 1941 
Loren B. 7 S M. D., Washington, D. C 
Dec. 14, 1941 
¢ Fiscl M.D... Davt Ohio, died 
21, 1942 
R Sleyster, M.D., \ watosa, Wis., died 
March 7, 194 
Robert M. R M. D., Mt. Vernon, N. Y., died 
March 24, 1942 
William C. Garvin, M.D., Binghamton, N. Y,, 
died April 2, 194 
Max Mailhouse, M. D., New Haven, Conn., died 
Oct. 19, IQO4I. 
Paul J. Alspaugh, M. D., New Philadelphia, Ohio, 
died March 10, 1942. 


George P. Sprague, M. D., 
Jan. 18, 1942. 

Irwin H. Neff, M.D., Detroit, 
May II, 1942. 
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Dr. Magee, of the Army, and Dr. Parran, of 
the Public Health Service, could not get away from 
their duties to be with us, but I am certain the 
\ssociation cooperation of the 
three Surgeons General by making it possible for 
so many medical men who are in the service to be 
at this meeting. We are glad that they are here, and 
we hope they will participate in the activities of 
this annual assemblage. 

The program in this room will be continued now 
as Section I, the symposium on “Morale and 
Military Psychiatry” under the chairmanship of 
Dr. Harry Steckel, who is Chairman of the Asso- 
ciation’s Military Mobilization Committee. That 
committee has done and has been doing splendid 
work. 


appreciates the 


The business session adjourned at nine- 
thirty o’clock, Eastern War Time. 


TuEsDAY MorNING SESSION 


May 19, 1942 


The second business session convened at 
eleven-ten o'clock, Eastern War Time, 
President Hall presiding. 


PRESIDENT Hatit.—The meeting will be opened 
this morning by a report of the Council by the 
Secretary-Treasurer, Dr. Winfred Overholser. 


SECRETARY OVERHOLSER.—Mr. President, Mem 
bers of the Association: The Council meeting was 
held at five o’clock on Sunday, May 18. A number 
of committee reports were received and I can sum- 
marize only a few of the recommendations and 
actions that were taken, inasmuch as the complete 
reports will be printed in the September issue of 
the JOURNAL. 

The Committee on the History of Psychiatry 
reported through its Chairman, Dr. Gregory Zil- 
boorg. The committee is preparing a centenary 
volume which is to be ready in 1944, embracing the 
history of one hundred years of American psychi- 
atry. An emblem to be used on the volume was 
chosen and through the generosity of an anonymous 
donor, $3500 has been given the Association which 
will defray not only the expenses of printing the 
volume but the prizes to the competitors for the 
emblem. The announcement of this volume which 
may be ordered at a special pre-publication price, is 
available at the registration desk. 

It was voted to make this committee a permanent 
one. It was voted to select for the centenary emblem 
the design submitted by Wheeler Williams. 

The Program Committee reported through Dr. 
Bowman who reported to you personally yesterday. 

The Council adjourned at seven-fifteen and 
reconvened at nine o'clock. 

The report of Dr. Campbell, President of the 
American Board of Psychiatry and Neurology, 
was heard. He announced that now over 1300 
physicians have been certified in either neurology 
or psychiatry, or both. 
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The Committee on Nursing reported through the 
Vice-Chairman, Dr. Ralph M. Chambers, and 
announced that $10,000 had been received from the 
Rockefeller Foundation for conducting a survey 
of nursing education in this country in the field of 
psychiatry. The Committee announced the appoint- 
ment of Mrs. Laura Fitzsimmons, of Washington, 
to head that work, and that action was approved 
by the Council. 

Dr. Vernon reported for the Committee on 
Ethics; Dr. Parsons, for the Committee on Psy- 
chiatric Standards and Policies; Dr. George S. 
Stevenson, for the Committee on Psychiatric Social 
Service; Dr. Burlingame, for the Committee on 
Public Education, Dr. Ebaugh for the Committee 
on Psychiatry in Medical Education, and Dr. Myer- 
son for the Committee on Research. 

The Council adopted Dr. Ebaugh’s report with 
thanks and voted to request from an appropriate 
foundation funds for continuation of the institutes 
which have been held by that committee recently. 

The Committee on Legal Aspects of Psychiatry 
reported through Dr. Paul Schroeder, the Chair- 
man; and Dr. Steckel reported for the Committee 
on Military Mobilization. His committee recom- 
mended that the Committee by that name be 
demobilized, and it was voted to accept the proposal 
and to set up a committee under the name of Com- 
mittee on War Psychiatry. 

The meeting adjourned at twelve-fifteen on the 
morning of Monday, May 18th, reconvening at 
four p.m. on the same day. 

Dr. Hamilton reported for the Board of Examin- 
ers, and Dr. Kubie for the Special Subcommittee 
on the Work of the Sections. That report was 
published in a recent issue of the JourNAL. The 
Council and Dr. Kubie between them have received 
only one or two comments. It is hoped that further 
comments may be made by members of the Asso- 
ciation and particularly by those interested in the 
work of the sections, for the guidance of the 
Council. 

Dr. Farrar reported for the JourNAL. The new 
format is working out as being somewhat less 
expensive and as giving more material in the same 
space. Dr. Farrar’s report was received and 
approved with appreciation. 

It was voted to send a telegram of greeting to 
Professor Gustav Aschaffenburg, formerly of 
Germany, and now residing in Baltimore, urging 
him to join us at this meeting, if possible. 

The membership will probably be interested to 
know that up to a few moments ago, 645 members 
and 573 guests had registered, a total of 1218. 


PRESIDENT HALL.—It is in order that a motion 
be made and seconded to receive, and, if thought 
proper, to adopt the report of the Council as made 
by Secretary Overholser. 


Dr. Ruccies: I so move. 


The motion was seconded by Dr. Collier, 
was put to a vote and carried. 


PresIDENT Hati.—Next in order is a report of 
the Auditors. 
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SECRETARY OVERHOLSER—Mr. President and 
Members: The accounts of the Association have 
been audited by A. A. Turoff, a New York certified 
public accountant, and his report has been signed 
by Drs. Castner and Ripley, of the Board of Audi- 
tors of the Association. 

The report is, of course, available for the in- 
spection of any member who is interested. 

I reported yesterday that the report shows a 
fairly healthy state of affairs, with total net avail- 
able resources of $30,000. 


PrESIDENT HAtL.—It would seem to be advisable 
to hear a motion, properly seconded, that this report 
be accepted and approved. 


Dr. C. MAcFIE CAMPBELL.—I so move. 


The motion was seconded by Dr. Collier, 
was put to a vote and carried. 


report of the Nominating 
Committee will be made by Dr. R. Finley Gayle, 
of Richmond, the Chairman of the Committee. 


Dr. R. Fintey Gayte.—Mr. President, Members 
of the Association: Your Nominating Committee 
submits the following report: 

For President, Arthur H. Ruggles, of Rhode 
Island. 

For President-Elect, Edward A. Strecker, of 
Pennsylvania. 

For Secretary-Treasurer, Winfred Overholser, 
of Washington, D. C. 

For Councillors for three years: Douglas A. 
Thom, of Massachusetts; Titus Harris, of Texas; 
Walter L. Treadway, of California; James K. Hall, 
of Virginia. 

For Auditor for three years: Charles W. Castner, 
of Texas. 

Respectfully submitted, 
CuiFForp W. Mack, 
Henry W. WoLTMAN, 
Roy D. HALLorAN, 
JouN R. Ross, 

R. FINLEY GAYLE, JR. 


PrESIDENT HAtut.—Thank you, Dr. Gayle, for the 
report of this highly important committee. 


Dr. D. Partitow.—Mr. President, I 
move the report of the Committee be adopted. 


The motion was seconded, put to vote 
and carried. 


PRESIDENT Hatit.—The report of the Nominating 
Committee has been, apparently, unanimously 
adopted, and the names of the nominees given by 
Dr. Gayle, the Chairman, become, therefore, the 
officers of the Association. 

Each year a number of members by application 
for transfer to Fellow are certified as Fellows of 
The American Psychiatric Association and each 
member so certified is presented a certificate of 
fellowship, if he desires to have it. Those members 
who have been declared to be Fellows of this 
Association will present themselves one by one as 


| Sept. 
a certificate 


A number of former Presidents of the Associa- 
ure here and the Chair hopes that the group 
Presidents who are seated at my right 


nay feel like rising as a gesture of congratulation 


ot tormer! 


pass along. Rise and 


I 

t 11 ‘ 
to these new ellows as they 
race ft I e audi nce for a tew moments. 


You see on my right nine of the former Presi- 
dents, now past Presidents of the Association. | 
hink it is remarkable that nine of the thirteen could 


ppreciation of the 
Association for their being present with us. God 


be here, and you all speak thi 


bless you ! 


Certificates were presented to the follow- 
ing Fellows: 


Dr. Andrew J. Akelaitis 
*Dr. S. Spafford A 1 
Dr. Crawford N. Baganz 
Dr. Walter E. Barton 
*Dr. Robert S. Bo 
Dr. Louis H. Col 
Dr. William Corwin 
*Dr. Henry A. Davidson 
Dr. Theodore L. 
*Dr. Otto G. Freyermuth 
Dr. Roy D. Halloran 
Dr. Ralph C. Hamill 
*Dr. Forrest M. Harrison 
*Dr. James M. Henninger 
Dr. Herbert H. Herskovitz 
*Dr. Mary V. Jackson 
Dr. William K. Keller 
Dr. Elmer Klein 
Dr. Julius Loman 
Dr. Joseph S. Miller 
*Dr. Luis M. Morales 
Dr. John M. Murray 
Dr. Samuel Z. Orgel 
Dr. Ralph M. Patterson 
Dr. Paul A. Petree 
*Dr. Manson B. Pettit 
*Dr. Philip Piker 
Dr. Philip Polatin 
*Dr. William C. Porter 
*Dr. Herbert W. Powers 
*Dr. Lillian D. Powers 
Dr. Leon Reznikoff 
Dr. Frederick C. Robbins 
Dr. Edmond F. Sassin 
Dr. John L. Smalldon 
Dr. Walter A. Thompson 
Dr. Raymond W. Waggoner 
Dr. Theodore A. Watters 
Dr. Joseph G. Wilson 


immer 


Dehne 


PRESIDENT HALL.—I am going to invite the nine 
former Presidents of The American Psychiatric 
Association who are here to come up on the rostrum 
for a moment in order that they may experience the 
displeasure of being seen and the happiness of look- 
ing into the faces of all of you. 


* Absent. 
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A grand body of gentlemen they are! I am going 
to call them one: by one and identify them in some 
way to you, if they need any identification. 

In the order in which they are listed, first is 
Dr. C. Macfie Campbell, of Boston, who was 
President of this Association 1936-37. Dr. Camp- 
bell ! 

Dr. Adolf Meyer! If there is a more cosmo- 
politan group in the United States of America than 
The American Psychiatric Association, I would like 
to know the name of the group. This organization 
offers the physician who wants to practice psy- 
chiatry and who has character and intelligence the 
opportunity ; not only the opportunity but member- 
ship in this organization stimulates him to the 
evocation of the best that is in him, and we have 
members of this Association come from all over 
the world. It is a credit to the world and to this 
country and to this organization. 

Dr. Adolf Meyer was President of this Associa- 
tion in 1927-28. 

Dr. Richard Hutchings was President of this 
Association in 1938-39. He was Superintendent of 
the State Hospital at Utica, New York. He em- 
barrassed me last night at a meeting of the Council 
by speaking in defense of some constitution. He 
was born in the Rebel South and is always bragging 
about his Rebel ancestry. 

Dr. Ross Chapman, Superintendent of Sheppard 
and Enoch Pratt Hospital, Towson, Maryland, 
President of this Association in 1937-38. 

Dr. Earl D. Bond, who was our President in 
1929-30. 

Dr. Samuel T. Orton, now of New York, was 
President in 1928-29. 

Dr. C. Fred Williams, another Rebel, of Colum- 
bia, South Carolina, was President in 1934-35. 

Dr. William C. Sandy, of Harrisburg, Pennsyl- 
vania, Director of the Bureau of Mental Health in 
Pennsylvania, was President of our Association in 
1939-40. 

Dr. George H. Stevenson, who I have to dif- 
ferentiate from the other George Stevenson by call- 
ing him the Canadian George. Dr. George H. 
Stevenson, of Ontario Hospital in London, Ontario, 
Canada, presided over the Association last May. 

There may be valid reason for believing that 
every dogma is somewhat untrue. We hear that it 
is traditional that republics are ungrateful. I know 
that dogma is not true, and Dr. Charles Macfie 
Campbell, a former President, will demonstrate to 
you the untruthfulness of that particular dogma. 


Dr. C. MacrrE CAMPBELL.—Mr. President, The 
American Psychiatric Association meets in its 
annual session with the nation at war. When one 
thinks back to the time when the nation was last 
at war and reviews the contribution which psychi- 
atry then made to the services and to the nation, 
in the work which was done by our branch of 
medicine to the nation at that time there was one 
outstanding personality—Dr. Thomas W. Salmon. 
He made a profound impression not only on his 
colleagues but on the whole medical profession. 
After his untimely death, the Salmon Memorial 
Committee instituted a lectureship and at the same 


time it struck a medal to be awarded to someone 
nominated by this Association for distinguished 
service in psychiatry. 

One can have no doubt as to whom Dr. Thomas 
Salmon himself would have awarded this medal had 
he been with us. In the whole of his career, in the 
face of his difficult problems in making his plans, 
Dr. Salmon always turned to Dr. Adolf Meyer for 
assistance, and always got great help. 

If this was the attitude of Dr. Salmon, I think 
we could say it is also the attitude of every member 
of this Association. Who is there in this present 
audience that does not have an attitude of admira- 
tion and respect for Dr. Adolf Meyer? Each of 
us in his own special structure of psychiatry has 
built into it as a basic contribution what he has 
learned from Dr. Meyer. 

I do not need to recapitulate the achievements of 
Dr. Meyer; to do so would be to write the history 
of American psychiatry in the 20th Century. But 
it was the unanimous decision of the Council that 
the award of this medal should be made to Dr. 
Meyer so that he might have not merely the knowl- 
edge of what is in our hearts in relation to him, but 
that he might have something tangible and visible 
which he might himself perhaps sometimes look 
at and which he could certainly show as a symbol 
to his friends. I, therefore, have the greatest plea- 
sure, Dr. Meyer, in awarding to you this medal 
for distinguished service in psychiatry. 


Dr. ApotF Meyer.—Mr. President, Dr. Campbell, 
Fellow Members of this Association: This surprise 
finds me rather overwhelmed, but I feel that it 
happened in the name of Thomas Salmon, whom 
we have so much and such particular reason to 
remember on the occasion. I should like to feel 
that what is happening shall be for the memory 
of a man who has shown us what we can do as 
psychiatrists, what we have done by him in that 
great emergency and what the body of psychiatry 
is again going to do in our present period of test 
of citizenship, of valor, of defense of the great 
principles of independence and liberty and _ its 
corresponding sense of applications. 

My great thanks for the opportunity to say these 
words for and with thought of Thomas Salmon. 


PRESIDENT HALL.—We recall that when William 
McClure, the obscure physician of the Scotch 
village, brought the great Edinburgh surgeon back 
from a call that they had made together, at the 
railroad station, Dr. Campbell’s fellow-Caledonians 
about the railroad station, some of them those stiff- 
necked, opinionated, undemonstrative Scotch people, 
heard not without pride the great Edinburgh sur- 
geon say to McClure, “You are an honor, sir, to 
the medical profession.” 

Dr. Meyer is an honor not only to the medical 
profession but to mankind. 


Past President Ross McC. Chapman as- 
sumed the chair. 


CHAIRMAN CHAPMAN.—Mr. President, Members 
of The American Psychiatric Association, Ladies 
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and Gentlemen: It gives me a peculiar pleasure, 
it is an honor and a great privilege, to present t 
you at this time our distinguished President, Dr. 
James K. Hall, of Virginia. Dr. Hall! 


President Hall read his presidential ad 
dress, following which the audience arose 
and applauded. 

CHAIRMAN CHAPMAN.—I am sure you all agree 
with me that we have listened to a great, a memo- 
rable address. We shall not forget it. We are, sir, 
deeply appreciative, Mr. President, for this address. 

I am sure that you would have someone with 
greater gifts than I express your appreciation. For 
the purpose, I am happy to call on Dr. Douglas 
Thom, of Boston, who will express, I know, our 
appreciation for this address. 

The gentleman from Massachusetts responds to 
the gentleman from Virginia. Dr. Thom! 


Dr Dovcras A. THom.—Mr. President, this 
remarkable address, so rich in historical remi- 
niscences that has been gathered from the wealth 
of our President’s past experience, exemplifies well 
the life, the attitude, the outlook, of our President, 
the importance of man understanding man. 

As most of us have enjoyed the hospitality of 
Virginia, we know so well that our President 
extends a cordial sense of hospitality not only to 
groups but to individuals. We have never had a 
president, with all due respect to the gentlemen 
present, who has made such close contact with the 
members of the Association, who has had such 
a deep interest in the younger men, who has traveled 
so far, has spent so many hours and so much 
energy, in bringing a fellowship, a socializing fel- 
lowship to our organizations. That is important, it 
seems to me, because, as he has already said, many 
of us do not have a chance to meet intimately those 
presiding officers that we look up to and mean so 
much to us. 

This address is rich in many things that will 
mean something more to us when we have an 
opportunity of reading it. And as one from Massa- 
chusetts and as one who is representing for the 
moment The American Psychiatric 
we are deeply appreciative of this 
address. 


Association, 
remarkable 


CHAIRMAN CHAPMAN.—Our Secretary, Dr 
Overholser, has announcements to make. 
Announcements by Secretary Overholser. 


SECRETARY OVERHOLSER.—You may be interested 
to know there are now 1245 registrations. 


CHAIRMAN CHAPMAN.—The meeting is ad- 
journed. 
The meeting adjourned at twelve-ten 


o'clock, Eastern War Time. 
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[THURSDAY MoRNING SESSION 
MAY 
he third busines ession convened at 
ne thirty-five o'clock, | rn War Time, 
President James K. Hall presiding 
PRI ENT Hart.—You will find on the chairs 
typed list of the names of those nominated by 
t Board of Examiners to the Council for mem- 
ers| in TI American Psychiatric Association 
the names also of those n ited by the Board 
Examiners to the Council for transfer from 
bership to fellowship and the names, too, of 
some other forms of membership. Those names 
presented by the Board of Examiners 
Council and the list as typed has been 
7 ed | e C l and is vy presented to 
tl 1embership of he American Psychiatric 
\ssociatic ere assembled for approval in toto, 
lis val I I di t 
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Dr. GE H. STEVENS! Mr. President, I 


uld move the Secretary be instructed to cast the 


t for the election of all individuals listed in 
respective classifications on this report. 
H —Dr. e H. Stevenson, of 
Canada, has moved that the members whose names 
listed be acted upon favorably by this body. Is 
+1 + 
> Uf ( 
he motion was sec¢ by Dr. Oscar J. 
Raeder, was put to a t nd carried. 
ELECTED MAY I, 1942 
TRANS t COorRRI NG TO HONORARY 
Gillespie, Robert D., 16 Chester Terrace, London, 
oland. 
H RARY M HIP 
Aschaffenburg, Gustav, 4216 Penhurst Ave., Balti- 
ore, Md. 
CORRESPONDING MEMBER 
de Almeida, Miguel Ozorio, Laboratorio de Physio- 


ogica, Instituto Oswaldo Cruz, Caixa Postal 926, 

Rio de Janeiro, Brazil. 

Lafora, Gonzalo R., Paseo de la Reforma 27, Depto. 
118, Mexico, D. F., Mexico. 

Moreno, Samuel Ramirez, Calle de Genova No. 39, 
Mexico City, Mexico. 

Rodrigues, Lopes, Univ. of 
Horizonte, Brazil. 

Vivado O., Arturo, Casilla 6507, Santiago, Chile. 

Delgado, Honorio F., Casilla 1589, Lima, Peru. 
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Bunker, Henry A., 115 E. 61st St., New York, N. Y. 

Foster, Robert H., Central State Hosp., Pineville, 

Fuller, Solomon C., 31 Warren Rd., Framingham, 
Mass. 

Hesner, George = 
Zone. 

Kirk, William, Jr., 2135 Fifth Ave., New York City. 

Lopez, Louis E., Veterans Admin. Facility, Lyons, 
N. J. 

Smith, H. Mason, 706 Franklin St., Tampa, Fla. 


(8) 


Corozal Hosp., Corozal, Canal 


REINSTATEMENTS AS MEMBER 
Harper, Anita W., Harrisburg State Hosp., Harris- 
burg, Pa. 
say, Marie S., State Hosp., Middletown, Conn. 
Smith, C. Ritter, State Hosp., South Blackfoot, 
Idaho. 
Smith, Glen J., East La. State Hosp., Jackson, La. 


(4) 


TRANSFER FROM MEMBER TO FELLOW 


Ackerman, Nathan W., 43 E. 78th St., New York, 


\lexander, George H., Butler Hosp., Providence, 

\lpers, Bernard J., 111 N. 49th St., Philadelphia, 
Pa 

Arnold, George B., Lynchburg State Colony, 
Colony, Va. 

Asekoff, Myer, Danvers State Hosp., Danvers, 


Mass. 
Balser, Benjamin H., 44 E. 67th St., New York, 


Barbato, Lewis, 1512 Medical Arts Bldg., Houston, 


Texas. 
Barron, A. A., 320 Professional Bldg., Charlotte, 
Becton, James A., Box 2896, Woodlawn Sta., 


Birmingham, Ala. 

Biddle, Sidney G., 255 S. 17th St., Philadelphia, Pa. 

Blankinship, Rex, Westbrook Sanatorium, Rich- 
mond, Va. 

Bohn, Ralph W., Gowanda State Hosp., Helmuth, 
N.Y, 

Brent, Meade Stith, Central State Hosp., Peters- 
burg, Va. 

Chornyak, John, 343 S. Dearborn St., Chicago, III. 

Clow, Hollis E., N. Y. Hosp., Westchester Division, 
White Plains, N. Y. 

Crispell, Raymond S. (Lt. Comdr., M.C.), School 
of Aviation Medicine, Pensacola, Fla. 

Crowley, Ralph, 1650 Harvard St., N. W., Wash- 
ington, D. C. 

Doty, Edwin J., 

Drewry, Patrick Henry, Jr., 1200 E. 
Richmond, Va. 

Eisendorfer, Arnold, 1133 Park Ave., New York, 
N. Y. 

Elliott, B. Landis, 1103 Grand Ave., Kansas City, 
Mo. 

Iemch, Minna, 1210 Astor St., Chicago, III. 


525 E. 68th St., New York, N. Y. 
3road St., 


Fetterman, Joseph L., 10465 Carnegie Ave., Cleve- 
land, Ohio. 

Friedman, Jacob Henry, 
Bronx, N. Y. 

Gardner, Walter P., Fourth Avenue North, Anoka, 
Minn. 

Giberson, Lydia G., 1 Madison Ave., New York, 

Gildea, Edwin F., 333 Cedar St., New Haven, Conn. 

Gitelson, Maxwell, Michael Reese Hosp., Chicago, 
Ill. 

Goldstein, Richard, 333 Cedar St., New Haven, 
Conn. 

Gordon, J. 


N. J 


1749 Grand Concourse, 


3erkeley, N. J. State Hosp., Marlboro, 


Gottlieb, Jacques S., Psychopathic Hosp., Iowa 
City, Iowa. 
Hernandez, Rafael, Meharry Medical College, 


Nashville, Tenn. 

Himler, Leonard E., 207 Fletcher St., Ann Arbor, 
Mich. 

Hopwood, Arthur J., Institution for Feebleminded, 
Apple Creek, Ohio. 

Howard, Edgerton M., Austen Riggs Associates, 
Stockbridge, Mass. 

Humphreys, Edward J., 
Thiells, N. Y. 

Hunt, Robert C., Rochester State Hosp., Rochester, 

Kant, Otto, Worcester State Hosp., Worcester, 
Mass. 

Kemp, 
Minn. 

Kennedy, Foster, 410 E. 57th St., New York, N. Y. 

Kepner, Richard E. D., Territorial Hosp., Kaneohe, 
Oahu, T. H. 

Knight, Robert P., 
Kansas. 

Knopf, Olga, 210 E. 68th St., New York, N. Y. 

Kolb, Allie C., State Hosp., Little Rock, Ark. 

La Burt, Harry A., Harlem Valley State Hosp., 
Wingdale, N. Y. 

La Mar, Norvelle C., 149 E. 73rd St., New York, 

Langford, William S., 

Lipschutz, Louis S., Eloise Hosp., Eloise, Mich. 

Lott, George McC., County Court House, River- 
head, L. I., N. Y. 

McConnell, Whitman C., 313 First Federal Bldg., 
St. Petersburg, Fla. 

Moore, Merrill, 384 Commonwealth Ave., Boston, 
Mass. 

Pearson, Gerald H. J., 111 N. 49th St., Philadelphia, 
Pa. 

Pettis, James B., U. S. Naval Hosp., Portsmouth, 
Va. 

Preston, George H., 350 N. Charles St., Baltimore, 
Md. 

Render, Norman D., State Hosp., Clarinda, Iowa. 

Rennie, Thomas A. C., Payne Whitney Psych. 
Clinic, 525 E. 68th St., New York, N. Y. 


Letchworth Village, 


Milburn W., State Hosp., Moose Lake, 


Menninger Clinic, Topeka, 


Babies Hosp., New York, 


Roche, Philip Q., 255 S. 17th St., Philadelphia, Pa. 
Rosenheim, Frederick, 38 Beacon St., Boston, Mass. 


| 
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Rosenzweig, Leonard, Warren State Hosp., War- 
ren, Pa. 

Seliger, Robert V., 2030 Park Ave., Baltimore, Md. 

Sielke, Eugene L., Philadelphia State Hosp., Phila- 
delphia, Pa. 

Tagdell, Henry A., 100 Nashua St., Boston, Mass. 

Turner, Carrol C., 809 Madison Ave., Memphis, 
Tenn. 

Urse, Vladimir G., 8 S. Michigan Ave., Chicago, III. 

Vogel, Victor H., U. S. Public Health Service, 
Washington, D. C. 

Warson, Samuel R., 640 S. 
Louis, Mo. 

Williams, Harold, 129 Waterman St., Providence, 

Wolff, Harold G., 525 E. 68th St., New York, N. Y. 
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Abrahamer, Hyman W., 400 Forest Ave., 
Xx. 

Alexander, George A., Veterans Admn. 
Hines II]. 

Andersen, Glenn C., 
Marion, Ind. 

Berman, Leo, Boston State Hosp., Boston, Mass. 

Bick, John W., Boston City Hosp., Boston, Mass. 

Constantine, Oleinick P., Kings Pk. State Hosp., 
Kings Park, L. I. N. Y. 

Cushing, Jean G. N., Pinebluff Sanitarium, Pine- 
bluff, N. C. 

Eisner, Eugene, Hawthorne-Cedar Knolls School, 
Hawthorne, N. Y. 

Foltz, Louis M., Central State Hosp., Lakeland, Ky. 

Hardgrove, Thomas J., Veterans Admn. Facility, 
Tucson, Ariz. 

Haynes, Elmer, Univ. of Wisconsin Health Depart- 
ment, Madison, Wis. 

Heninger, Owen P., Utah State Hosp., Provo, 
Utah. 

Hieronymus, Ethel E., Central State Hosp., Lake- 
land, Ky. 

Isenberg, Morris, Mt. Zion Hosp., San Francisco, 
Cal. 

Jenkins, Richard, Neuropsychiatric Institute, Ann 
Arbor, Mich. 

Jonas, Carl H., Station Hosp., Camp Haan, River- 
side, Calif. 

Kaplan, Alex. H., Rockland State Hosp., Orange- 
burg, N. Y. 

Kelley, Douglas M., 802 Irving St., San Francisco, 
Calif. 

Lehrman, Samue! R., Creedmoor State 
Queens Village, L. I., N. Y. 

Leiser, Rudolf, Eloise Hosp., Eloise, Mich. 

Lester, David W., 233 A St., San Diego, Calif. 

Lewis, Wiley D., St. Albans Sanitarium, Radford, 
Va. 

Lourie, Reginald L., 722 W. 168th St., New York 
XS 

May, Robert B., Eastern Shore State 
Cambridge, Md. 

Miller, Carl, Kankakee State Hosp., Kankakee, III. 

Moore, Walter L., 5400 Arsenal St., St. Louis, Mo. 


Facility, 


Veterans Admn. Facility, 


Hosp., 


Hosp., 
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Roose, Lawrence J., Rockland State Hosp., Orange- 
N.Y. 

S el H., 19121 Be ey Rd., Detroit, 
Mich 

Russell, Johr \.. Child Center, Catholic Univ., 
Wasl 

Schwade, Edward D. (Capt., M.C.), Station Hosp., 
Camp Grant, III 

Selinsky, Herman, 106 W. Ssth St., New York, 
N. Y 

Sharp, Lewis I., 21 E. 87th St., New York, N. Y. 

Shawver, John R Veter Admin. Facility, 
Albuquerque, N. M 

= s, Donald J., 1303 New York Ave. New 
York, N. Y. 

St t, Genevieve M., 1423 Medical Art Bldg. 
i adel la, 
nlinson, Paul J., Gowanda State Hosp., Hel- 
uth, N. Y. 

lompkir Harvey J., Veterans Admn. Facility, 
St. Cloud, Minn 

Walker, Gale H., | St School, Polk, Pa. 

( 35) 
M 

Abruzzo, Ant M., Eloise Hosp., Eloise, Mich. 

Adler, Justin K., 899 Madison Ave., Memphis, 
lenn. 

Ahlem, Judith, 954 S. L St., Livermore, Calif. 

Allen, G. Margery, 312 W. 71st St., New York, 

Apuzzo, Anthony Albert, 108 Sylvan Ave. New 
Haven, Conn 

Armstrong, Catherine, 74 Fenwood Rd., Boston, 
Mass 

Arzt, Philip K., 33 Cornell Rd., Cynwyd, Pa. 


Field Lane, Lake 
ldwin Ave., Newark, 


ite Hosp., Traverse City, 


Be h St., New York, N. Y. 

| 77th St., New York, N. Y. 

Bie 50th St., New York, N. Y. 

Billig, nd Hosp., Asheville, N. C. 

Blasko, i » Hosp., Fulton, Mo. 

Bromberg, Norbert, 35 E. 30th St., New York, 
N. Y 


105 Pleasant St., Concord, N. H. 
954 S. L St., Livermore, Calif. 
.. Darnall General Hosp., Dan- 


Brown, S. George, 

Burch, Bernard C., 

Burtnick, Lester | 
ville, Ky. 

Butler, Claude H., Farview State Hosp., Waymart, 
Pa. 

Cammarata, Michael, 
Woodville, Pa. 
Carey, Thomas C., 

Conn. 


Woodville State Hosp., 


50 Farrington Ave., Hartford, 


Carscallen, Howard B., Ontario London, 
Ont., Can. 

Cassino, Frank A., 
Washington, D. C. 

Clark, Robert A., State Hosp. for Mental Diseases, 


Howard, R. I. 


I SP., 


Child Center, Catholic Univ., 
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Cohen, Mandel E., 
Mass. 

Cooper, Randall E., Ionia State Hosp., Ionia, Mich. 

Cronick, Charles H., 160 Princeton Ave., Youngs- 
town, Ohio. 

Crowley, Leo S., 
Springs, Mont. 

Cushing, Mary McKinniss, Sheppard & Enoch Pratt 
Hosp., Towson, Md. 

Dean, James S., Pennhurst State School, Spring 
City, Pa. 

Deutsch, Felix, 82 Marlborough St., Boston, Mass. 

Dewan, John G., Toronto Psychiatric 
Toronto, Ont., Can. 

Dollin, Martin (1st Lt., M.C.), 113th Inf. Armory, 
N. J. and Del. Recr. and Induction Station, 
Newark, N. J. 

Doltolo, Joseph J. (1st Lt., M.C.), Station Hosp., 
Fort Jay, N. Y. 

Dynes, John Burton, 147 Worthington St., Boston, 
Mass. 

Earle, John W., Ontario Hosp., London, Ont., Can. 

East, Isaac Cooper, State Home for Boys, James- 
burg, N. J. 

Eliasberg, Wladimir G., 420 West End Ave., New 
York, N. Y. 

Ephron, Harmon S., 295 Central Park West, New 
York, N. Y. 

Feinstein, Samuel, St. 
Ogdensburg, N. Y. 

Fernandez, Mario C., Insular State Asylum, P. O. 
30x 244, Rio Piedras, Porto Rico. 

Finley, Knox H., 912 Medical Dental Bldg., Port- 
land, Ore. 

Finney, R. Milton, 333 Cedar St., New Haven, 
Conn. 

Fleming, Joan, 950 E. 59th St., Chicago, Ill. 

Fox, Henry M., Henry Phipps Psychiatric Clinic, 
3altimore, Md. 

Frantz, Angus M., 115 E. 

Freed, Joe E., So. Carolina State Hosp., Columbia, 

Freeman, Nathan (Maj., M.C.), 
Ft. Jay, Governors Is., N. Y. 

Frohlich, Moses M., University Hosp., Ann Arbor, 
Mich. 

Funkhouser, James B., Southwestern State Hosp., 
Marion, Va. 

Futterman, Samuel, 49 E. 96th St., New York, 
N. Y. 

Gantt, W. Horsley, Johns Hopkins Hosp., Balti- 
more, Md. 

Gardner, George E., Judge Baker Child Guid. 
Clinic, Boston, Mass. 

Garrard, Robert L., State Hosp., Morganton, N. C. 

Gerow, George H., Westport Sanitarium, Westport, 
Conn. 

Gildea, Alfred R., Central Islip State Hosp., Central 
Islip, N. Y. 

Gioscia, Nicolai, 19 E. 88th St., New York, N. Y. 

Gold, Leonard, 705 Gerard Ave., Bronx, N. Y. 

Gold, Philip, 680 Montgomery St., Brooklyn, N. Y. 

Gordon, Gerhart J., Delaware State Hosp., Farn- 
hurst, Del. 


Mass. General Hosp., Boston, 


Montana State Hosp., Warm 


Hosp., 


Lawrence State Hosp., 


2nd St., New York, 


Station Hosp., 


Gordon, Wm. T. (1st Lt., M.C.), Medical Examin- 
ing Board, Louisville, Ky. 

Greenburg, Charles, Harlem Valley State Hosp., 
Wingdale, N. Y. 

Greist, John H., 23 E. Ohio, Indianapolis, Ind. 

Greizman, Saul, Torrance State Hosp., Torrance, 
ra. 

Gross, Martin, State Hosp., Crownsville, Md. 

Haenel, Joachim A., 1052 W. 6th St., Los Angeles, 
Calif. 

Hall, Volta R., Jr., Ring Sanitarium, Arlington 
Heights, Mass. 

Hall, William S., S. C. State Hosp., Columbia, S. C. 

Harrell, David L., Jr., Lynchburg State Colony, 
Colony, Va. 

Heaver, W. Lynwood, N. Y. Hosp., Westchester 
Div., White Plains, N. Y. 

Hickman, John S., East Mississippi State Hosp., 
Meridian, Miss. 

Hill, Julia F., 3604 Victoria St., Pittsburgh, Pa. 

Himwich, Harold E., Albany Medical College, 
Albany, N. Y. 

Howard, Laura K., 
N. Dak. 

Hurt, John O., Lynchburg State Colony, Colony, 
Va. 

Hyslop, William T., Traverse City State Hosp., 
Traverse City, Mich. 

Ingalls, George S., LaGarde General Hosp., New 
Orleans, La. 

Jackson, Edith B., 789 Howard Ave., New Haven, 
Conn. 

Jacobson, Alan, Springfield State Hosp., Sykesville, 
Md. 

Janjigian, Edward R. (Capt.), Walter Reed Gen- 
eral Hosp., Washington, D. C. 

Jensen, Oliver B., 954 S. L St., Livermore, Calif. 

Jervis, George A., Letchworth Village, Thiells, 

Johnson, Chester E., Jr., Veterans Admin. Facility, 
Palo Alto, Calif. 

Johnson, Delbert P., State Hosp. No. 2, St. Joseph, 
Mo. 

Kant, Fritz, Wisconsin General Hosp., Madison, 
Wis. 

Kaufman, S. Harvard, Eastern State Penitentiary, 
Philadelphia, Pa. 

Kemp, Malcolm D., The Pinebluff Sanitarium, 
Pinebluff, N. C. 

Kennedy, Robert E., Western State Hosp., Fort 
Steilacoom, Wash. 

Kern, Walter S., Rockland State Hosp., Orange- 
burg, N. Y. 

King, James P., St. Albans Sanitarium, Radford, 
Va. 

Klein, Ernest S., 6500 Irving Park Rd., Chicago, IIl. 

Knapp, Joseph L., Box C, Traverse City, Mich. 

Kolipinski, Louis X., Central State Hosp., Lexing- 
ton, Ky. 

Kozberg, Oscar, Camp J. T. Robinson, Ark. 

Kramer, Stephen E., 713 19th St., N. W., Wash- 
ington, D. C. 

Lazar, Martin, St. Lawrence State Hosp., Ogdens- 
burg, N. Y. 


State Hosp., Jamestown, 
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Lee, Hans P., Cleveland State Hosp., Cleveland t o St. Geo. St., 
Ohio. ( ( 
Leighton, Alexander H., Johns Hopkins Hosp., \ \dmn. Facility, 
Baltimore, Md. 
Leighton, Dorothea C., Johns Hopkins Hosp., Balti M.C.), National 
more, Md. ( esd M 
Lentz, Robert J., Box C, Traverse City, Mich. S » | P 1., Chicago 
Levy, Edwin M., Veterans Admn. Facility, Cana 
daigua, N. Y. St., New York, 
Lewy, Ernst, 3617 W. Sixth Ave., Topeka, Kans. Y 
Lipnitzky, Samuel J., Dixon State Hosp., Dixon, ¥ \ St s Mercy Hosp. 
Ill. \ \ M 
Loewald, Hans W., 601 W. Lombard St., Baltimore, \\ ty line, Mass. 
Md. 1 ersity, St. 
Lugsdin, Gorgon H., 2 Surrey Place, Toronto, Ont., M 
Can. 2 St., New York, 
Luschinsky, Walter, Farview State Hosp., Way Y 
mart, Pa. Induction Station, 
MacLean, James C., 6133 Jenkins Arcade, Pitts N. 3 
burgh, Pa. Al \ Y. N il Inst., 700 W. 
Marker, John I., Station Hosp., Ft. Leonard Wood St., N \ N 
Mo. Sidney, | Hosp., New 
Marren, John J., Station Hosp., Fort Knox, Ky. } Y 
Masten, Mabel G., Wisconsin General Hosp., Madi- u G Hosp., Boston, 
son, Wis. 
Maughs, Sydney B., 3720 Washington Ave., St S 1, 112 k Ave., New York, N. Y. 
Louis, Mo. 5 llia Harrisburg State Hosp., 
McLean, Helen Vincent, 43 E. Ohio St., Chicago, , Pa 
Ill. N Hosp., Cincinnati, 
Meduna, Ladislas J., Loyola Medical School, ( 
Chicago, IIl. S | Pet ewisburg, Pa. 
Mendelson, Michael, Station, Hosp., Ft. Monmouth ~ 110 St., New York, 
Red Bank, N. J. \ 
Meyer, Bernard C., 1049 Park Ave., New York, St . Stockton, 
Calif 
Morris, Don P., 534 Linn St., Peoria, Ill. S i 2 H., Cre State Hosp., 
Mullin, Charles S., Jr., Shotley Bridge Emergency s Vi = 
Hosp., Durham, Eng. St , Big Springs, 
Naclerio, Thomas A., Creedmoor State Hosp., 
Queens Village, L. I., N. Y. S Kansas City, 
Neale, Claud L., Walter Reed General Hosp., 
Washington, D. C. S \ Chicago 
Nelson, Lloyd J., Creedmoor State Hosp., Queens 
Village, L. 1, N. Y. S nan, M A., W r State Hosp., Worces- 
Nelson, Richard W., Taunton State Hosp., Taunton, Mas 
Mass. P. Si Hosp., Ft. George G. 
Nesbitt, Marjorie R., 6400 Irving Park Blvd., feade, Md 
Chicago, IIl. Shu Iry 302 at Towe Detroit, 
Nichols, John H., 10515 Carnegie Ave., Cleveland, M 
Ohio. Sill Emanuel I., Box A, Pet ton, Ore 
Nickels, Mervyn M., Box C, Traverse City, Mich. »5! , Abraham, Kankakee State Hosp., Kankakee, 
Olsen, Clarence W., 312 N. Boyle Ave., Los [11 
Angeles, Calif. S 1, Benjamin (Capt.), Headquarters, 2nd Corps 
Olson, Clarence W., State Hosp., Wernersville, Pa. I Gove! is., N. ¥ 
Otto, John L., John Sealy Hosp., Galveston, Texas. Simon, Werner, Veterans Admn Facility, American 
Palmer, Edwin J., Station Hosp., Ft. Sam Houston, Lake, Wash. 
San Antonio, Tex. S 1, Saul M., s2s E. 68th St., New York, N. Y. 
Parker, Merrill C., National Bank Bldg., Auburn, Snovy He 1 B., Binghamton State Hosp., 
N.. ¥. Binghamt 
Peacock, Thomas G., 200 Retreat Ave., Hartford, Spitz, Rene A., 1150 Fifth Ave., New York, N. Y. 
Conn. Stabile, Anthony V., Louden Knickerbocker Hall, 
Piers, Gerhart J., Elgin State Hosp., Elgin, Ill. Amityville, L. I, N. Y 


Prichard, William I., Western State Hosp., Staun- W., 538 Medical Arts Bldg., Pitts- 


ton, Va. burgh, 
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Staneslow, John S., 95 N. Main St., Waterbury, 
Conn. 

Statham, John C., Connecticut State Hosp., Middle 
town, Conn. 

Steinfeld, Julius, The Forrest Sanitarium, Des 
Plains, Ill. 

Steinhilber, Edward A., 671 Preston St., 
phia, Pa. 

Stewart, John H., Veterans Admn. Facility, Sheri- 
dan, Wyo. 
Stoughton, Amanda Louise, tor E. Chase St., 
Baltimore, Md. 
Strickler, Frank A., 
Va. 

Sturm, Charles E., San Antonio State Hosp., San 
Antonio, Texas. 

Totero, Anthony T., 1021 Park Ave., New York, 
N, 

Trommald, Gladys B., Wayne Co. Training School, 
Northville, Mich. 

Trowbridge, Ellsworth H., 
Hosp., Boston, Mass. 

Vail, Ruby V., Ontario Hosp., Brockville, Ont., 
Can. 

Van Bark, Bella S., 1150 Fifth Ave., New York, 
N. 

Varney, Hewitt I., 121 Westchester Ave., White 
Plains, N. Y. 

Vigue, Charles E., 2157 Main St., Buffalo, N. Y. 

Vol-Tretter, Marta, 5or W. State St., Trenton, 

Wadsworth, George L., Box 26, Howard, R. I. 

Watkins, Fonso B., State Hosp., Morganton, N. C. 

Webster, William R., Pilgrim State Hosp., Brent- 
wood, L. I., N. Y. 

Weinburg, Jack, 915 S. Wolcott, Chicago, III. 

Weiss, Edward J., Creedmoor State Hosp., Queens 
Village, L. N. 

Welsch, Exie Elizabeth, 31 Gibbs St., Rochester, 

Weniger, Frederick L., 
Waymart, Pa. 

White, Arthur J., Farview State Hosp., Waymart, 
Pa. 

White, Arthur Laurence, Davidson County Hosp., 
Nashville, Tenn. 

Wiesel, Benjamin, 125 E. 84th St. New York, 

Woodall, James M., 990 Centre St., Boston, Mass. 

Yakovlev, Paul I., Walter E. Fernald State School, 
Waverley, Mass. 

Yarnall, Helen, Bellevue Hospital (Psychiatric), 
New York, N. Y. 

Young, Roy Carl, Fenwick Sanitarium, Covington, 

Youngue, Eugene L., Lakin State Hosp., Lakin, 
W. Va. 

Zeckel, Adolf, 784 Park Ave., New York, N. Y. 

Zfass, Isadore S., Eastern State Hosp., Williams- 
burg, Va. 


Philadel- 


Medical Arts Bldg., Roanoke, 


Boston Psychopathic 


Farview State Hosp., 
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Adams, Freeman H., Station Hosp., Camp Wolters, 


Texas. 
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Aldrick, Clarence K., U. S. P. H. S. Hosp., Lexing- 
ton, Ky. 

Allis, Edward K., Jr., U. S. P. H. S. Hosp., Lexing- 
ton, Ky. 

Alpert, Herman S., 

Altman, Louis, 333 Spring St., Greenburg, Pa. 

Apfelberg, Herbert J., Federal Reformatory, Chil- 
licothe, Ohio. 

Babcock, Charlotte G., 950 E. 59th St., Chicago, IIl. 

Barta, Frank R., 333 Cedar St., New Haven, Conn. 

Berns, Robert S., Veterans Admn. Facility, Dan- 
ville, Ill. 

Bolton, Leanard J., 
Dannemora, N. Y. 

Bond, Douglas Danford, 9 Cleveland St., Cam- 
bridge, Mass. 

Bonime, Walter R., Central Islip State Hosp., 
Central Islip, L. L., N. Y. 

Boshes, Louis D., 3945 W. North Ave., Chicago, III. 
sounds, Joseph B., Veterans Admn. Facility, 
N. Little Rock, Ark. 

Brauer, Paul H., Grasslands Hosp., Valhalla, N. Y. 

3rown, Winfred Earl, State Hosp., Morganton, 

3rownstein, Samuel R., 12 E. 86th St., New York, 
N. Y. 

Burkett, Howard M., Station Hosp., Camp Living- 
ston, La. 

Carrero, Anton B., Veterans Admn. Facility, Canan- 
daigua, N. Y. 

Chess, Stella, Pleasantville Cottage School, Pleas- 
antville, N. Y. 

Chiles, Daniel D., Federal Reformatory, Chillicothe, 
Ohio. 

Cunningham, Robert S., Veterans Admn., Federal 
Bidg., Sioux Falls, S. Dak. 

De Feo, Henry N., Veterans Admn. Facility, Palo 
Alto, Calif. 

Dell Cort, Americo P., 179 Gibson St., Canandaigua, 
N. Y. 

Dunn, Maurice, 3542 W. Fifth Ave., Chicago, III. 

Eisenstein, Victor W., N. Y. State Psychiatric Inst., 
New York, N. Y. 

Esposito, Albert C., Veterans Admn. Facility, 
Chillicothe, Ohio. 

Frankel, Olga, Bellevue Psychiatric Hosp., New 
York, N. Y. 

Gail, Irving A., Veterans Admn. Facility, Lexing- 
ton, Ky. 

Gardiner, Sprague H., Johns Hopkins Hosp., 
Baltimore, Md. 

Gerstle, Mark L., Jr. (Lt. Comdr., M.C.V. (S.), 
U.S.N.R.), U.S.N. Training Sta., San Diego, 
Calif. 

Glass, Sarah E., Worcester State Hosp., Worcester, 
Mass. 

Gold, Max, Central Islip State Hosp., Central 
Islip, N. Y. 

Goldstein, Joseph L., Station Hosp., Camp Stewart, 
Ga. 

Green, Sidney L., Bellevue Psychiatric Hosp., New 
York, N. Y. 

Hawkins, James R., 200 Retreat Ave., Hartford, 
Conn. 


Letchworth Village, Thiells, 


Dannemora State Hosp., 
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Haynes, Harry J., Veterans Admn. Facility, Palo 
Alto, Calif. 

Hedgeman, Edward C., Lakin State Hosp., Lakin, 
W. Va. 

Henry, Jennings L., Station Hosp., Camp Robinson, 
Little Rock, Ark. 

Hoagland, T. V., Cleveland State Hosp., Cleveland, 
Ohio. 

Huber, Warren V., 99 Lafayette Ave., Brooklyn, 
N. Y. 

Huston, Paul E., Psychopathic Hosp., lowa City, 
Iowa. 

Kasin, Edwin, 535 Parkside Ave., Brooklyn, N. ¥ 
Kelly, Francis W., 115-20 Myrtle Ave., Richmond 
Kerman, Edward F., 
Norristown, Pa. 

Klow, Sidney D., 750 S. State St., Chicago, Ill. 

Knepper, Orcena F., Eastern State Hosp., Lexing- 
ton, Ky. 

Lawn, Harold J., Station Hosp., Fort Harrison, Ind. 

Lederer, Henry D., Fitzsimons General Hosp., 
Denver, Colo. 

McClelland, James H., Jr., Polk State School, Polk, 
Pa. 

McElroy, Robert B., Veterans Admn. 
Chillicothe, Ohio. 

McKee, John S., Jr., State Hosp., Morganton, N. C. 

Montague, J. Allison, N. Y. Psychopathic Hosp., 
New York, N. Y. 

Moore, Kenneth G., 731 S. 
Thomas, Ky. 

Morgan, David W., Colorado Psychopathic Hosp., 
Denver, Colo. 

Mozzer, Alexander J., Conn. State Hosp., Middle- 
town, Conn. 

Needles, William, 70 E. 63rd St., New York, N. Y. 

Ostfield, John R., 543 Broadway Ave., Fargo, 
N. Dak. 

Pasternak, Maxwell, 333 Dedar St., New Haven, 
Conn. 

Rangell, Leo, 40 W. 77th St., New York, N. Y. 

Rosen, Victor H., U. S. Army Hosp., Danville, Ky. 

Rosenberg, Ralph, Central Islip State MHosp., 
Central Islip, N. Y. 

Rottersman, William, Veterans Admn. Facility, 
Lyons, N. J. 

Savitscus, George W., Creedmoor State Hosp., 
Queens Village, L. I., N. Y. 

Schaffner, Bertram, Bellevue Psychiatric Hosp., 
New York, N. Y. 

Scham, Manuel J. (Capt., M.C.), Fort Jay Induc- 
tion Station, Governors Is., N. Y. 

Schillinger, Arnold A., Station Hosp., Fort Knox., 
Ky. 

Seidman, Julius, Bellevue Psychiatric Hosp., New 
York, N. Y. 

Silverman, Daniel, Med. Center for Fed. Prisoners, 
Springfield, Mo. 

Smith, Edwin J., Rancho Los Amigos, Hondo, 
Calif. 

Smith, James D., Bryce Hosp., Tuscaloosa, Ala. 

Smith, Stewart R., 21 Catherine St., Worcester, 
Mass. 

Solby, Bruno, 133 E. 58th St., New York, N. Y. 


Norristown State Hosp., 


Facility, 


Grand Ave., Fort 
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S W. Da 121 Westchester Ave., White 
ns, N. ¥ 
S rs, Thomas W., Neuropsychiatric Inst., Ann 
\ Mi 
uibachnick, H W. W Ave., Mil- 
vaukee, Wis 
pson, Walker, 1430 Tulane Ave, New 


John Baer, 150 Crown St., Brooklyn, N. Y. 
Harold E., Veterans Admn. Facility, Gulf- 
Mis 
icker, Walte as McLean H Sp., Waverly, Mass 
Va Amber Robert J 121 Westchester Ave., 
White Pl N. ¥ 


Vatz, Jack A., Pontiac State Hosp., Pontiac, Mich. 


Walsh, William V., Veterans Admn. Facility, 


Wilson, John L., U. S. P. H. S. 


Hosp., Lexing- 
t Ky 
(84) 
ENT HALI [The Secretary will make a 
ent 
SECRETARY O [OLSER.—M President and 


ers of the Association: Since this list was 
ed, the Board of Examiners has reported on one 
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( Baltim« Maryland. 

I may say that Dr. Aschaffenburg was urgently 
ited by telegram to attend and sent a cordial note 
ng he was sorry he could not come, but express- 
his best wishes to the Association for a success- 


meeting. 
[ move you, sir, the election of Professor Gustav 
Member of this 


[he motion was seconded by Dr. LeRoy 


Maeder, of Philadelphia, was put to a vote 
and unanimously carried. 
PRESIDENT Hati.—Dr. Asch 


parently been unanimously 


iffenburg has ap- 
1ade an honorary mem- 
ber of The American Psychiatric Association. I 
extend my congratulations to the Association and 
to Dr. Aschaffenburg. I wish he were here. 

We will now have a report of the activities of 
ouncil by the Secretary, Dr. Winfred Over- 


SECRETARY OVERHOLSER—Mr. President and 
Members: The third meeting of the Council was 
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the request of the Section on Psychoanalysis to 
extend the life of the Section. As you know, the 
original section was set up on what might be 
termed a tentative basis. 

May I add that the Section on Forensic Psychi- 
atry was asked to make a similar request but has 
not yet done so, so I suppose legally the Section on 
Forensic Psychiatry is dead, but perhaps no one 
will raise the issue actively at the moment. 
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It was voted to ask the Board of Examiners, 
apropos of.the President’s suggestion relative to 
fellows and members and the unusual proportions 
between the two groups, to make recommendations 
to the Council regarding the proper policy to follow 
in promoting from membership to fellowship in 
the Association. It was voted to refer to the 
Executive Committee the question of awarding 
certificates of membership as distinguished from 
certificates of fellowship. 

It was voted to present to honorary and corre- 
sponding members suitable certificates attesting to 
such membership. 

Action was taken on a number of cases of life 
membership and in some cases, I regret to state, 
on those who are in arrears. I will read the names 
of those who have been for thirty years or more 
active members or, as they are now known, Fellows 
of the Association, and who, therefore, become life 
members : 


Dr. Wilmer L. Allison, Fort Worth, Texas. 

Dr. Arthur J. Capron, Owego, N. Y. 

Dr. Alfred Gordon, Philadelphia, Pa. 

Dr. Edward L. Hanes, Altadena, Calif. 

Dr. Henry I. Klopp, Allentown, Pa. 

Dr. Charles T. La Moure, Windham Center, 
Conn. 

Dr. Samuel T. Orton, New York, N. Y. 

Dr. Guy Payne, Cedar Grove, Pa. 

Dr. Mason W. H. Pitman, Somerville, N. J. 

Dr. Horace G. Ripley, Brattleboro, Vt. 

Dr. Aaron J. Rosanoff, Sacramento, Calif. 

Dr. G. H. Williams, Macedonia, Ohio. 


Dr. Bowman presented a resolution which had 
been suggested to the Committee on Resolutions 
concerning psychiatry in the Army, and it was voted 
to take this up more fully at the meeting to be 
held at ten o’clock yesterday morning. 

Such a meeting was held. There was some little 
discussion on this resolution, which will, presum- 
ably, be presented shortly by the Committee on 
Resolutions. Among the other items of business at 
that time, the Council voted to elect Dr. J. K. Hall 
and Dr. Frederick W. Parsons to the Executive 
Committee. Those two, with the incoming Presi- 
dent, the President-Elect and the Secretary-Treas- 
urer, will constitute the Executive Committee. 

It was also voted to nominate Dr. Karl M. Bow- 
man as representative of the American Psychiatric 
Association, on the American Board of Psychiatry 
and Neurology for a term of four years, succeeding 
Dr. Franklin G. Ebaugh. 

Under the terms of a vote of the Council last 
year, a member of the American Board of Psy- 
chiatry on behalf of The American Psychiatric 
Association is not eligible to reappointment upon 
the expiration of his term of office. 

After an informal discussion of the resolution 
mentioned, it was voted by the Council that a 
Committee consisting of the President, Dr. Rug- 
gles; President-Elect, Dr. Strecker, and Dr. 
Frederick W. Parsons, be appointed to represent 
the Association in dealing with the Surgeons Gen- 
eral and other officials of the Government on mat- 


ters relating to the use of psychiatry in the war 
effort; that the committee be given full discretion 
and authority to act, to incur necessary expenses, 
and to arrange for such publicity as is determined 
to be desirable, and that the President be given 
power to add to this committee or to appoint sub- 
committees, as conditions may demand. 

1 might say that the meeting yesterday was 
attended by the incoming Councilors of the Asso- 
ciation who take office immediately upon election; 
the President, President-Elect and the Secretary- 
Treasurer take office at the close of the meeting. 
There is a distinction there. 

Dr. Ruggles offered a vote of thanks and appreci- 
ation to the retiring Councilors, and especially to 
the retiring President for his faithful and efficient 
service, his devotion to the aims of the Association 
and stimulation of a livelier interest in the Asso- 
ciation on the part of the fellows and members. 

The meeting adjourned sine die at 12.20 p.m. 


PRESIDENT Hatit.—The report of the Council is 
before you. Shall we hear a motion on this report? 


Dr. Harry C. Socomon.—Mr. President, I move 
that the report be accepted as read. 


The motion was seconded by Dr. Gar- 
land H. Pace, was put to a vote and carried. 


PRESIDENT HaLtt.—The motion would seem to be 
unanimously carried. Does that mean the report 
is also approved? 


Dr. SoLomon.— Yes. 


PresiwENT Chair is informed that 
the motion and vote carry approval with acceptance. 


SECRETARY OVERHOLSER.—The Committee on 
Nomenclature and Statistics has handed in its 
report since the last Council meeting. No action is 
called for, but one item may be of interest to you, 
namely, that word has just come to us that the 
Senate Committee has reported in the Thomas Bill, 
the bill for the support of the Department of Com- 
merce for the fiscal year beginning next July rst, 
without any funds for the continuation of the 
collection of statistics from institutions for mental 
disease and from correctional institutions. 

The only appeal now is to members of the Senate 
for an amendment to the bill on the floor. Tele- 
grams to your Senators are presumably very much 
in order. 

Might I announce also that it was the hope of 
the Surgeon General of the Navy, Dr. Ross T. 
McIntire, that he might possibly be able to reach 
Boston during this meeting. He telephoned the 
other evening and said this: 

“Please convey to the members of The American 
Psychiatric Association my sincere regrets at my 
inability to attend the annual meeting and my best 
wishes for its successful and interesting session.” 


PresipeENtT Hatit.—The Secretary will read a 
report. 
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SECRETARY OvERHOLSER.—The President has 
asked me to announce his appointments to the 
Committee on International Relationships: Dr. 
Glenn E. Myers, Los Angeles, Calif., Chairman; 
Dr. Clements C. Fry, New Haven, Conn.; Dr. 
Wilbur R. Miller, Iowa City, Iowa; Dr. Lawrence 
S. Kubie, New York, N. Y.; Dr. John C. White 
horn, Baltimore, Md.; and Dr. Clarence M. Hincks, 
Toronto, Ontario. 


PRESIDENT Hatit.—The report of the Committee 
on Resolutions will now be heard. 

The Committee on Resolutions is composed of 
Dr. Edwin G. Zabriskie, of New York; Dr. Thomas 
J. Heldt, of Detroit; and Dr. David E. McBroom, 
of Minnesota. 

Dr. McBroom will make the report for the 
Committee. 


Dr. McBroom read the report of the Reso- 
lutions Committee. 


REPORT OF COMMITTEE ON RESOLUTIONS 


In accordance with established custom the Com 
mittee on Resolutions reports: 

1. Be It Resolved, Since The American Psychi- 
atric Association is safely holding its 98th annual 
meeting at a time when the most destructive war of 
all time is gripping the peoples of the earth, that 
its membership, individually and collectively, ded 
cate itself anew to fostering those fundamental 
human freedoms of conduct that lie resident in the 
daily lives of the citizenry of our nation. Safe 
guards for mental health must be consistently 
established and maintained. 

2. Be It Resolved, That the Association is deep! 
indebted to its President, Dr. James K. Hall 
champion of the junior psychiatrist in training and 
those psychiatrists in institutional settings whicl 
permit only occasional attendance at the meetings 
of the Association, for his able leadership throug! 
out the year and his inspiring address, to Dr. 
Arthur H. Ruggles, President-Elect, and to Dr. 
Winfred Overholser, Secretary-Treasurer, for 
their helpful collaboration; and to the Council and 
the Chairmen and members of the various Com- 
mittees. 

3. Be It Resolved, That the Association express 
its appreciation to Dr. Harry C. Solomon, Chair- 
man, and to Dr. Clifton T. Perkins, Vice-Chairman, 
and their associates of the Committee on Arrange- 
ments for the valuable assistance they have given 
in making the 98th meeting a success; this appre- 
ciation should be extended also to Mrs. Oscar J. 
Raeder, Chairman, and members of the Ladies 
Committee. 

4. Be It Resolved, That special commendation be 
extended to Mr. Austin M. Davies, Executive 
Assistant of the Association and to his secretaries 
for their tireless efforts in behalf of the Association 

5. Be It Resolved, That the gratitude of the 
Association be expressed to Dr. S. Bernard Wortis, 
in charge of the Scientific Exhibits for his thought- 
fully planned presentation of those exhibits. The 
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heard the report of the Committee on Resolutions 
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make your stay pleasurable here has certainly given 
us the greatest pleasure. I am really glad to have 
an opportunity to tell you that the members of 
the Committee in New England have done all the 
work and have been just grand in helping in every 
way. 


PRESIDENT HALL.—I am going to ask Dr. Adolf 
Meyer to please step up to the rostrum and to 
symbolize a thirteenth former President of this 
Association, nine of whom were present at this 
meeting and a photograph of this group of former 
Presidents was made and it can be had through the 
office of the Association in New York. 

Dr. Adolf Meyer and other former Presidents at 
this meeting have attended not only the sessions in 
this ballroom, but many of the sessions of the 
other groups and many of the meetings of the 
Council, and their presence, their wisdom, their 
vast experience is enormously helpful to those of 
us who are charged with the responsibility of 
carrying on these functions. 

Dr. Meyer will speak to you. 


Dr. Apvotr Meryer.—This unexpected call gives 
me two opportunities; in the first place, that of 
expression of gratification of all that this meeting 
at a time of emergency has constituted itself to be 
and has brought to us. It has been a great deal. 
And the other opportunity is that I may assume the 
privilege of welcoming our present President in 
joining this group of former Presidents, of whom 
he has spoken so kindly and whom he has invited 
so cordially to participate in the councils and in 
the activities of his, what he called a moment ago, 
level. 

It has been a great treat and it has been 
particularly warm personally on the part of our 
President. He has thrown himself into the part 
that he is expected to play heart and soul and 
with a personality that makes him very much more 
than just the President of this meeting. 

That I have had the opportunity to give these 
expressions to those two items, I consider a privi- 
lege, a very unexpected privilege with very im- 
perfect execution of the desire that might be back 
of my voice on this occasion. I welcome, therefore, 
Dr. Hall into the necessarily changing number of 
those who have had the honor and the opportunity 
to be guiding members, leading members on one 
occasion, and who, I am sure, will continue when, in 
our democratic way, they step back into the ranks, 
to serve as whole-hearted members of the Asso- 
ciation in its service to its own interests and 
especially to those enormously important interests 
that we have at the present to be of help, and an 
active help, to our country in its emergency. 


PresIDENT Hatt.—Shortly the great American 
Medical Association will be in annual session in 
Atlantic City, and many of the members of this 
Association are also members of that great body. 
The President of the American Medical Association 
is Dr. Lahey, of this city, and the President-Elect 
of the American Medical Association is Dr. 
Fred W. Rankin, of Lexington, Kentucky. Dr. 


Fred Rankin and I were born in the same county 
of North Carolina; though he is a good deal 
younger than I am, we attended the same high 
school. I doubt if it has occurred before, that the 
President of the American Medical Association 
and the President of The American Psychiatric 
Association have been natives of the same county. 
[ hope as many of us as can be away from home 
longer will go to Atlantic City and attend the 
meeting of the American Medical Association. 
Secretary Overholser will speak to you. 


SECRETARY OveRHOLSER.—Mr. President and 
Members of the Association: You will notice from 
the list of members which you have just elected that 
in addition to Dr. Aschaffenburg, on whom we 
acted separately, Dr. Robert D. Gillespie, the 
Salmon Lecturer last year, was changed in status 
from Corresponding to Honorary Member. 

You will notice also a number of applications for 
Corresponding Membership. Dr. Miguel Ozorio de 
Almeida, of Brazil, was on the program. Un- 
fortunately, he was called back to Brazil. 

Dr. Honorio F. Delgado, of Lima, Peru, Dr. 
Arturo Vivado O., of Santiago, Chile, and Dr. 
Lopes Rodrigues, of the State of Minas Geraes, 
3razil, could not come here for obvious reasons, 
the state of travel being so difficult. Dr. Gonzalo R. 
Lafora, now of Mexico City, a native of Spain and 
still a Spanish citizen, who has been sojourning 
in Mexico for several years, intended until the 
very last minute to come and was unavoidably 
detained. So we were honored to have on the 
program and present in the flesh one of our new 
corresponding members, a physician who has been 
known to many of you for a long time. He attended 
the International Congress in 1930. He attended 
the meeting in Washington in 1935 and has fre- 
quently visited the United States; Dr. Samuel 
Ramirez Moreno, of Mexico City. At the sug- 
gestion of the President, I am going to ask Dr. 
Theodore A. Watters, of New Orleans, to escort 
Dr. Moreno to the platform. 


Dr. SAMUEL RAMIREZ MoreNo.—Mr. President, 
Members of the Congress, of The American Psy- 
chiatric Association: I want to say in a few words 
it is a great honor for me to be among you at this 
ninety-eighth meeting of The American Psychiatric 
Association. It is an opportunity for us psychi- 
atrists of Latin America to be here and learn what 
you do and how you work. Unfortunately, on 
account of the war, some of the other psychiatrists 
who intended coming, couldn’t do so; therefore, I 
am the only one that is here. It is a real pleasure 
to be here, because I feel that down in Mexico and 
other Latin American countries we are closer 
together and our friendship, our relations are 
growing. 


PRESIDENT Hatt.—We give you a hearty wel- 
come, sir, to this Association, and we are grateful 
to you for your presence here. 

If there is any new business that has escaped the 
Secretary (and I think that is scarcely possible), it 
might be brought up now. If not, will Dr. 
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George H. Stevenson, of Canada, and Dr. Harry C. 
Solomon, of Boston, honor themselves and the rest 
of us by escorting to the rostrum the President of 
The American Psychiatric Association, Dr. Arthur 
H. Ruggles, of Providence. 


Drs. Stevenson and Solomon escorted Dr. 
Ruggles to the platform, and the audience 
arose and applauded. 


Dr. Ruggles, I congratulate The American Psy- 
chiatric Association. In Dr. Ruggles you have a 
splendid man and that kind of man is needed for 
the kinship of this organization during these 
troubled days. 

Your President, Dr. Ruggles! 


INCOMING PRESIDENT President, 
Members of the Association and Guests: Naturally 
I do not assume this responsibility without the 
greatest sense of appreciation and obligation. 

As someone said in Council meeting, these are 
days that demand not words and conversation, but 
actions, and it is my hope that I may be able in 
this critical year of the world’s history to give you 
the type of leadership, the type of action, that you 
wish. 

I am deeply sensible of the distinguished group 
of men that I am following. Those of us who have 
been at this meeting and have associated with the 
past Presidents and have had the opportunity to 
share in their friendship realize that it is a very 
great honor to be at the head of this distinguished 
organization. I wish that you would at all times 
call upon me for anything that I may do. It is a 
difficult thing to follow Dr. James K. Hall who 
has given so very freely of his heart, his thought 
and his time. It would be difficult for me in even 
a small degree to keep in as close contact with you 
as he has; but I shall do my best at all times to 
ask you for suggestions and for criticisms, and I 
know that I can count on each one of you as this 
Association always has for your loyal support, and 
if you, if I and the Association ever needed to have 
the maximum of thought and action, it is at this 
time. 

I shall ask the Secretary, Dr. Overholser, if he 
will read a brief message from Dr. Strecker, who 
was called away, and then I will have just one other 
word to say to you. 


SECRETARY OVERHOLSER.—President Ruggles, Dr. 
Strecker, your President-Elect, was called back to 
Philadelphia, late yesterday afternoon, quite un- 
avoidably, and left this word: 

“If it is customary to present the President-Elect, 
would you be good enough to express my deep 
regret at being unavoidably absent and please give 
the Association this message: I am very happy at 
being selected as President-Elect and I am deeply 
sensible of my obligation to the Association in 
justifying this signal expression of confidence. | 
shall do my utmost in helping maintain the fine 
traditions and record of The American Psychiatric 
Association. 
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Dr. Hall! 
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Auditor 
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of Examiners—these are replacements or in one 


case at least a reappointment of terms expiring at 


the present time—Dr. S. Spafford Ackerly, of 
Kentucky. 

Nominating Committee: Dr. Harry J. Worthing, 
of New York, Chairman; Dr. Jacob Kasanin, of 
California: Dr. Eric K. Clarke, of Minnesota: Dr. 
George A. Elliott, of Vermont; and Dr. E. W. 
Allen, of Georgia. 

Program Committee: Dr. Oscar J. Raeder, of 
Massachusetts, and Dr. William C. Menninger, of 
Kansas. 

Committee on Public Education: 
Rymer, of Colorado. 

Committee on Research: Dr. 
laitis, of New York. 

Committee on Nomenclature and Statistics: Dr. 
George F. Brewster, of New York, and Dr. George 
S. Sprague, of Kentucky. 

Committee on Psychiatric Nursing: Dr. Archi- 
bald McCausland, London, Ont., and Dr. William L. 
Patterson, Fergus Falls, Minn. 

Committee on Standards and Policies: Dr. Gil- 
bert J. Rich, Milwaukee, Wis., and Dr. J. Fremont 
Bateman, Columbus, Ohio. 
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Committee on Ethics: Dr. 
Detroit, Mich. 

Committee on Legal Aspects of Psychiatry: Dr. 
A. Warren Stearns, Boston, Mass., and Dr. R. E. 
Bushong, of Ohio (a reappointment). 

Committee on Psychiatric Social Service: Dr. 
Russell E. Blaisdell, Orangeburg, N. Y. 

Committee on Psychiatry and Medical Education: 
Dr. John Romano, now of Cincinnati. 

The Committee on Psychiatric History, you will 
remember, by your vote, has been made a perma- 
nent committee, and the Committee on Military 
Mobilization has had its name changed to Commit- 
tee on War Psychiatry. The membership of that 
Committee will be Dr. Harry A. Steckel, Chair- 
man; Dr. Theophile Raphael, Ann Arbor, Mich.; 
Dr. Francis H. Sleeper, Boston, Mass.; Dr. D. 
Ewen Cameron, Albany, N. Y.; Dr. Walter J. Otis, 
New Orleans, La.; Dr. Harry Stack Sullivan, 
Bethesda, Md.; Dr. Bernard T. McGhie, Ontario, 
Canada; Dr. John P. S. Cathcart, Ottawa, Canada; 
and Dr. Hugo Mella, Washington, D. C. 

May I announce that the registration has by far 
outstripped that of any previous meeting of the 
Association. The top figure of the Richmond meet- 
ing, which was at that time a record-breaker, was 
1453. Up to the first thing this morning, there have 
registered 755 members and 771 guests, a total of 
15206. 


Thomas J. Heldt, 


PRESIDENT RuccGLes.—Thank you, Dr. Over- 
holser. I am sure that we are all delighted that in 
this year with all the problems of transportation 
and all the multiplicity of duties that have kept 
many of the members away that the Association 
continues to grow and that we have had here in 
Boston the largest attendance that we have ever had. 

Dr. Hall, the meeting is still yours and will be 
yours until the hour of adjournment Iate this 
afternoon. 


RETIRING PRESIDENT HALL.—President, Ruggles, 
through you I attempt to express my grateful 
thanks to the members of the Association for this 
token of their appreciation, and I hope of their 
esteem. I am deeply grateful to you. 


SECRETARY 
nouncement. 


OVERHOLSER.—Just one more an- 
The officers of the sections for the 
coming year elected by the sections are as follows: 

Section on Convulsive Disorders: Dr. Nolan D. 
C. Lewis, Chairman, and Dr. William G. Lennox, 
Secretary. 

Section on Mental Deficiency: Dr. Leo Kanner, 
Chairman; Dr. C. Stanley Raymond, Vice-Chair- 
man; Dr. Oscar J. Raeder, Secretary ; Dr. Douglas 
A. Thom, Executive Committee ; and Dr. Edward J. 
Humphreys, Executive Committee. 

Section on Psychoanalysis: Dr. Philip R. Lehr- 
man, Chairman; Dr. O. Spurgeon English, Vice- 
Chairman; and Dr. Robert P. Knight, Secretary. 
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I regret that the Secretary of the Section on 
Forensic Psychiatry has not handed in the names 
of the officers elected for the ensuing year. 

RETIRING PRESIDENT HAt_.—Unless we have for- 
gotten something, and I can hardly conceive of the 
Secretary having forgotten anything, this meeting 
will adjourn and Section I will convene here 
immediately. 


The meeting adjourned at 


ten-thirty 
o’clock, Eastern War Time. 


TuursDAY AFTERNOON SESSION 


May 21, 1942 


At the close of Section I, the Association 
convened at four-forty o’clock, Eastern War 
Time, Retiring President Hall in the chair. 


RETIRING PrestipeENT Hati.—It is in the scrip- 
tures or elsewhere it has been written, all things 
come to him who waits ; even adjournment. 

You may be interested in knowing we are really 
about to adjourn, that this meeting has had a larger 
attendance by about 150 than any other meeting in 
the ninety-eight years of the life of the Association. 
That gives me a confused and tousled-up and 
peculiar sort of feeling. Last year, the meeting in 
Richmond was the most largely attended in the 
Association’s history and I might be hoping that 
it may have remained such. But, no, we have the 
Boston Yankees who have outdone Richmond. I 
don’t know how I feel about that. It is a good thing. 

We had a photograph made of nine of the thirteen 
former Presidents of the Association, and since 
then Dr. James V. May, who lives in Watertown, 
a suburb of Boston, came into a room in the hotel 
and registered, and that makes ten of the thirteen 
former Presidents who are present at this meeting. 

Dr. Hubert Work is living in Colorado and 
couldn’t get here. Dr. Clarence O. Cheney, down 
in White Plains, wanted to come, but he stayed at 
home so that all the other members of that staff 
could come. Dr. William L. Russell, also of White 
Plains, was likewise unable to attend. 

Next year, Dr. Maloney says he will give you 
in Detroit the biggest meeting the Association has 
ever had. 

Now, unless there is some reason to delay for a 
minute, the Ninety-Eighth Annual Meeting of The 
American Psychiatric Association stands adjourned. 


The meeting adjourned at four forty-five 
o'clock, Eastern War Time. 
WINFRED OvERHOLSER, M. D., 
Secretary-Treasurer. 
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I, 2 
Section I, MonpAy Morninc, May 18, 1942 Experimental Production of Acute and Chronic 
ksonian Seizures. Drs. Lenore M. Kopeloff, 
Dr. Harry Steckel presiding the Psychogenesis Convulsive 


Social Data in Psychiatric Casualties in the 
Armed Forces. Dr. Alexander Simon and Mar- 
garet Hagan. Discussed by Lt. Col. S. G. Challman, 
Capt. Robert P. Kemble, Drs. John N. Frederick 
and Alexander Simon (closing). 

Morale. Drs. Edward A. Strecker and Ken- 
neth E. Appel. Discussed by Drs. D. Ewen Cam- 
eron, Douglas A. Thom, David Abrahamson, John 
A. P. Millet, and Kenneth E. Appel (closing). 

A Survey of Neuropsychiatric Work at the 
Boston Induction Station. Drs. Wilfred Bloomberg 
and Robert W. Hyde.. Discussed by Dr. William 
Baillie, Major James J. Brussell, Dr. Donald A. 
Shaskan, Capt. Albert N. Mayers and Dr. Wilfred 
Bloomberg (closing). 

Aircrew Selection. Wing Commander H. D. 
Mitchell. Discussed by Air Commodore H. W. 
Ryan and Dr. Maurice Walsh. 

The Role of the Psychiatric Social Worker in the 
Selection of Men for the Armed Forces. Dr. 
George S. Stevenson and Miss Marian McBee. 
Discussed by Miss Marian M. Wyman, Dr. Donald 
A. Shaskan and Miss Marian McBee (closing). 


MonpAy AFTERNOON, May 18, 1942 
PSYCHIATRY AND THE UNITED STATES NAVY 
Dr. Frederick W. Parsons presiding 


Course in Military Neuropsychiatry. Drs. Roy D. 
Halloran and Paul I. Yakovlev. Discussed by Drs. 
Karl Menninger, Franklin G. Ebaugh and Roy D. 
Halloran (closing). 

Some Current Features of Psychiatry in the 
United States Navy. Commander U. H. Helgesson 
Discussed by Drs. R. S. Crispell, Lawrence S. 
Kubie and Mark L. Gerstle, Jr. 

The Neuro-Psychiatric Selection of Recruits: 

Facilities and Procedures and The Rapid Indi- 
vidual Psychiatric Examination. Dr. H. I. Harris. 

Brief Test for Intelligence. Dr. W. A. Hunt. 

Typical Case Material. Dr. F. S. Solomon. 

A Statistical Analysis. Dr. C. L. Wittson. Dis- 
cussed by Drs. Thomas A. Ratliff, Fred L. Wells, 
W. A. Hunt and U. H. Helgesson. 


Monpbay Morninoc, May 18, 1942—SECTION ON 
CONVULSIVE DISORDERS 


Dr. Raymond W. Waggoner presiding 


The Problems of the Vasomotor Phenomena in 
Epileptics. Drs. Felix Frisch and Albert W. Pigott. 
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utomobile Driver. 


S. Sell 
\ Review of Br Patl y in the Convulsive 
s. Dr. Willard W. Dickerson. 

Anatomic Considera s in Convulsive 
lers Following Encephalitis. Drs. R. W. 

ner, K. Lowenberg 1R. W. Howell. 
Porencephaly in Institutional Epileptics. Drs. 
S el M Fitch and 
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Aura t Shop, a Work Project for Un- 
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{iss Bell Greve 
Influence of Electric or Chemically In- 


1 Convulsions on the Autonomic and Somatic 


ervous System. Drs. E. Gellhorn, J. Feldman 
ind M. Kessler 

Experimental Epilepsy of the Frog. Dr. Miguel 
Ozorio de Almeida. 

Acoustico-Motor Convulsions in Rats. Drs. 
Charles D. Aring, Samuel Elgart, J. Robert 
Hawkins and Louis Lams. 

The Rel 1 of Cerel Dysrhythmia to 
Eclampsia. Drs. Milton Rosenbaum and George L. 
Malt 


The Other Side of a Fit. Dr. Temple Fay. 
Metabolic Changes in Epileptic Patients Receiv- 
x Azosulfamide and Phenobarbital. Drs. John 
Talbott, Stanley Cobb, Frederick Coombs, and 
Mandel Cohen. 
“Epilepsy” 


Convulsions in 


and Legislation. Dr. Tracy J. Putnam. 
Non-Epileptics as Withdrawal 
Alcohol and Other 
Dr. Lother B. Kalinowsky. 

Evaluation of Continued Therapy with Phenytoin 
Sodium. Dr. Leon J. Robinson. 

Business Session of the American Chapter of the 
International League Against Epilepsy. 
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Monpbay MornincG, May 18, 1942—SECTION ON 
ForENSIC PSYCHIATRY 


SYMPOSIUM: CRIMINAL PSYCHOTHERAPY 
Dr. Walter Bromberg presiding 


Concept and Aim of Criminal Psychotherapy : 
Requisite Facilities and Survey of Same in America. 
Dr. John Holland Cassity. Discussed by Dr. 
William Healy. 

Institutional Therapy in Juvenile Offenders. Drs. 
Leonard M. Dub and Stephen Habbe. Discussed 
by Dr. William H. Haines. 

Comic Book Ideology in Relation to Preventitive 
Therapy in Juvenile Delinquency. Dr. George E. 
Reed. Discussed by Dr. Paul L. Schroeder. 

Investigative Psychotherapy in Certain Types of 
Criminals. Dr. Gregory Zilboorg. Discussed by 
Dr. O. Spurgeon English. 

Criminal Psychotherapy in Public Relations. 
Lowell S. Selling. Discussed by James Edward 
Hughes. 


MonpAy AFTERNOON, May 18, 1042 
MISCELLANY 
Dr. Walter Bromberg presiding 


Immaturity and Crime. Dr. Ralph S. Banay. 
Discussed by Dr. Sheldon Glueck. 

Body Image Concepts of Prostitutes. Drs. Frank 
J. Curran and Matthew Levine. Discussed by Dr. 
Hugo Staub. 

One Hundred Consecutive Cases of Robbery. 
Dr. S. Harvard Kaufman. Discussed by Dr. Ben- 
jamin Karpman. 

Multiple Murders without Comprehensible Moti- 
vation. Dr. Joseph C. Michael. Discussed by Dr. 
A. A. Brill. 

Business Meeting. 

Committee Reports. 


Monpay EVENING, May 18, 1942 


PUBLIC MEETING 


Sponsored by the Massachusetts Society for Mental 
Hygiene, the Department of Health Mental 
Hygiene Division of the Commonwealth 
of Massachusetts and the American 
Psychiatric Association 


Dr. Harry C. Solomon presiding 


Address: The Contribution of Scientific Psy- 
chology to the National War Efforts. Dr. Leonard 
T. Carmichael. 

Psychiatric Problems in a Changing World. Dr. 
Arthur H. Ruggles. 


Section I. TuespAy Morninc, May 19, 1942 
ELECTRIC SHOCK THERAPY 


Dr. Kenneth J. Tillotson presiding 


Electric Shock in the Treatment of Schizophrenia, 
Manic-Depressive Psychoses and Chronic Alco- 


holism. Drs. Clarence A. Neymann, V. G. Urse, 
John J. Madden and M. Alden Countryman. 

Electric Convulsive Therapy in Schizophrenia. 
Drs. Lother B. Kalinowsky and Harry J. Worthing. 

Extra-Mural Shock Therapy. Drs. Louis Wen- 
der, Benjamin H. Balser and David Beres. 

Subconvulsive Electric Shock Treatment of the 
Psychoses. Dr. Walter A. Thompson. 

Non-Convulsive Electric (Faradic) Shock Ther- 
apy of Psychoses Associated with Alcoholism, Drug 
Intoxication and Syphilis. Dr. Nathaniel J. 
Berkwitz. 

Electric Shock Therapy in the Psychoses. A 
Study of 100 Cases. Dr. Joseph Epstein. 

Continued Study of Electric Shock Therapy. 
Further Treatment and Followup Study. Drs. 
Lauren H. Smith, Donald W. Hastings and Joseph 
Hughes. 

Discussed by Drs. Abraham Myerson and Ber- 
nard J. Alpers. 


TUESDAY AFTERNOON, May 19, 1942 
PSYCHOSOMATIC MEDICINE 
Dr. Clifton T. Perkins presiding 


Related Studies on Adjustment: Reactions to 
Experimentally Induced Stresses. Drs. E. H. Rod- 
nick, M. A. Rubin and H. Freeman. Discussed by 
Drs. Erich Lindemann, Elvin V. Semrad, M. A. 
Rubin and E. H. Rodnick (closing). 

The Psychiatric Approach in Physical Disease 
With Special Reference to the Gastro-Intestinal 
Tract. Dr. Rupert A. Chittick. Discussed by Drs. 
George E. Daniels, David A. Boyd, Jr. and 
Rupert A. Chittick (closing). 

The Role of the Premorbid Personality in 
Arteriosclerotic ‘Psychoses. Dr. David Rothschild. 
Discussed by Drs. Gaylord P. Coon, Nathaniel J. 
Berkwitz and David Rothschild (closing). 

The Spirogram in Certain Psychiatric Disorders. 
Dr. Jacob E. Finesinger. Discussed by Drs. G. F. 
Sutherland and Jacob E. Finesinger (closing). 

A Consideration of Some Experiences with 
Electric Shock Treatment in Mental Diseases, with 
Special Regard to Various Psychosomatic Phe- 
nomena and to Certain Electrotechnical Factors. 
Drs. W. Sulzbach, K. J. Tillotson, V. Guillemin, 
Jr., and G. F. Sutherland. Discussed by Drs. Julius 
Loman and W. Sulzbach (closing). 


WEDNESDAY MorNING, May 20, 1942 


JOINT SESSION WITH THE SECTION ON 
PSYCHOANALYSIS 


Dr. M. Ralph Kaufman presiding 


Pathodynamics and Treatment of the Traumatic 
War Neurosis (Traumatophobia). Dr. Sandor 
Rado. Discussed by Drs. John A. P. Millet, Daniel 
Blain, Kurt Goldstein and Sandor Rado (closing). 

Psychological Observations in Affective Psy- 
choses Treated with Combined Convulsive Shock 
and Psychotherapy. Drs. Roy R. Grinker and 
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Norman A. Levy. Discussed by Drs. Alfred 
Solomon, Abraham Myerson and Roy R. Grinker 
(closing). 

Psychoanalytic Aspects of Shock Therapy in 
Schizophrenia. Dr. Leland E. Hinsie. Discussed 
by Drs. Nolan D. C. Lewis, Franz Alexander and 
Kurt Goldstein. 


WEDNESDAY AFTERNOON, May 21, 1942 


Section I and III convened jointly for the first 
presentation, Dr. C. Macfie Campbell 
presiding 


A Musician’s Point of View Toward Emotional 
Expression. Mr. Howard Hanson. Discussed by 
Drs. Adolf Meyer and Henry I. Klopp. 


JOINT SESSION OF THE SECTION ON PSYCHOANALYSIS 
AND THE AMERICAN PSYCHOANALYTIC 
ASSOCIATION 


Dr. Karl Menninger presiding 


Classification of Psychosomatic Disorders. Dr. 
Lawrence S. Kubie. Discussed by Drs. Flanders 
Dunbar, Felix Deutsch and Lawrence S. Kubie 
(closing). 

An Approach to Psychological Control Studies of 
Urinary Sex Hormones: A Report on Three 
Menstrual Cycles. Dr. George E. Daniels. Dis- 
cussed by Drs. Therese Benedek, Jacob E. Fine- 
singer and George E. Daniels (closing). 

Psychobiological Dynamisms in Behavior: An 
Experimental Study of Neuroses and Therapy. 
Dr. Jules H. Masserman. Discussed by Drs. 
Lawrence S. Kubie, Carl M. Herold and Jules H 
Masserman (closing). 

Forensic Issues in Neuroses of War. Dr. A. 
Kardiner. Discussed by Dr. Franz Alexander. 


EXECUTIVE SESSION, SECTION ON PSYCHOANALYSIS, 
TuHurspAy MorninG, May 21, 1942 


SECTION ON MENTAL DEFICIENCY 
Dr. Harry C. Storrs presiding 


Psychiatric Aspects of Obesity in Children. Dr. 
Hilde Bruch. Discussed by Drs. C. Stanley Ray- 
mond, H. S. Rubinstein and Hilde Bruch (closing). 

On the Etiology and the Prevention of Mongo- 
lism. Drs. Clemens E. Benda, Neil A. Dayton 
and Ruth A. Prouty. Discussed by Drs. Gerald N. 
Hoeffel and Clemens E. Benda (closing). 

Psychopathology of Stuttering. Dr. J. Louise 
Despert. Discussed by Drs. Walter F. Dearborn, 
Robert Young, Stella Chess and J. Louise Despert 
(closing). 

The Irresponsibility of Juvenile Delinquents. 
Dr. Douglas A. Thom. Discussed by Dr. Sheldon 
Glueck. 

Comparative Psychopathology of the Brain- 
Injured Child and the Traumatic Brain-Injured 
Adult. Drs. Alfred A. Strauss and Heinz Werner. 
Discussed by Drs. Bronson Crothers and Kurt 
Goldstein. 


ae 
presiding 


Mental Hygi Program for 

Schools. Dr. M \. Tarumianz and Col. H. 
mu! 1 Discussed by Drs. Frederick H. 
Allen, Lauretta Bender ‘and M. A. Tarumianz 
Psychiatric Implications of Work on Balinese 
Discussed by Drs. 
f Meyer, Nolan D. C. Lewis 


} 


PSYCHOSOMATIC MEDICINE 
Dr. Kenneth E. Appel presiding 


Emotional Factors in Organic Diseases of the 
Central Nervous System. Drs. George Wilson, 


Charles Rupp and Harvey Bart Jr. Discussed 
by Dr. Flanders Dunbar. 
Psychosomatic Interrelationships Studied by 


Experimental Hypnosis. Dr. Milton H. Erickson. 
iscussed by Dr. Thomas A. C. 
ersonality Factors in Muscle Disease. Drs. 
Herbert S. Ripley, Charles Bohnengel, and Ade T. 
Milhorat. Discussed by Dr. Conrad Wall. 

Psychiatry in a General Hospital. Drs. Baldwin 
L. Keyes and John M. Flumerfelt. Discussed by 
Dr. Stanley Cobb. 


Penni 
L) Rennie. 


TUESDAY AFTERNOON, MAy I9, 1942 
INSULIN SHOCK THERAPY 
Dr. James H. Huddleson presiding 


Follow-up Studies in Insulin-Shock. Drs. Earl 
D. Bond and Thurston D. Rivers. 

Effect of Various Modes of Administration of 
Insulin on the Hypoglycemia in Patients Under- 
going Insulin Shock Therapy. Dr. Walter Gold- 
farb. 

Report on Approximately Fifty Cases of Pro- 
longed Hyperglycemic Coma as a Sequel of 
Insulin Shock Treatment. Drs. Thurston D. 
Rivers and Howard P. Rome. 

The Treatment of Psychoses with Protracted 
Insulin Hypoglycemia. Drs. Joseph Wortis and 
Irwin Corr. 

Evaluation of the Effects of Intravenous Insulin 
Technique in the Treatment of Mental Diseases. 
Drs. Philip Polatin and Hyman Spotnitz. Dis- 
cussed by Drs. John R. Ross, Lloyd Ziegler, Her- 
bert Herskovitz, Himwich, Clarence H. Bellinger, 
Philip Polatin. 

Responses of Schizophrenic Patients to Induced 
\noxia. Drs. William Corwin and Stephen M. 
Korvath. 

Treatment of Catatonic Stupor with Amyl 
Nitrite and Physiotherapy. Dr. Edward F. Reaser. 
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Convulsive Therapy (Metrazol) in the Affective 
Psychoses: A Controlled Series Covering a Three 
Year Period. Dr. Eugene Ziskind. 

Convulsive Shock Therapy in Elderly Patients— 
Risks and Results. Dr. Vernon L. Evans. 

A Follow-up Study of a Series of Patients 
Treated by Electrically Induced Convulsions and 
by Metrazol Convulsions. Drs. Bernard L. 
Pacella and S. E. Barrera. 

The Use of Shock Therapy in 305 Mental 
Hospitals. Drs. Lawrence Kolb and Victor H. 
Vogel. 

Discussed by Drs. A. E. Bennett, Marcel 
Heiman, Lloyd H. Ziegler, J. H. Huddleson and 
Victor H. Vogel (closing). 


WeEDNESDAY MorNING, MAy 20, 1942 
GERIATICS 
Dr. Eugen Kahn presiding 


A Study of the Psychopathology of Aging. Drs. 
Oskar Diethelm, Fred V. Rockwell. Discussed by 
Drs. Lydia G. Giberson and H. T. Carmichael. 

Urinary Studies in Male Homosexuality. Drs. 
Abraham Myerson and Rudolph Neustadt. Dis- 
cussed by Drs. Titus H. Harris and Leo Maletz. 

The Treatment of Involutional Psychoses with 
Estrobene. Drs. Eugene Davidoff, Edward C. 
Reifenstein, Jr. and Gerald L. Goodstone. Dis- 
cussed by Drs. H. D. Palmer, B. Pollack. 

An Evaluation of Treatment for Senile Psy- 
chosis with Vitamin B Complex. Drs. G. L. 
Wadsworth, E. Quesnel, E. C. Murphy, M. Gerson, 
V. Fish and P. Nogee. Discussed by Drs. W. W. 
Jetter and Paul H. Wilcox. 

Follow-up on 111 Ambulatory Depressed Pa- 
tients after Fourteen Years. Drs. Lloyd H. Ziegler 
and Philip H. Heersema. Discussed by Drs. L. B. 
Hohman and W. W. Young. 


WEDNESDAY AFTERNOON, MAy 20, 1942 
SCHIZOPHRENIA 
Dr. George Johnson presiding 


A Study of Malnutrition in Chronic Schizo- 
phrenia. Drs. Crawford N. Baganz and James M. 
Norris. Discussed by Drs. A. C. Menzies and 
C. S. Sommer. 

Clinical Analysis of Schizophrenic Deterioration. 
Dr. Otto Kant. Discussed by Dr. A. P. Noyes. 

A Study of the Prognosis in Schizophrenic-Like 
Psychoses in Children. Drs. Reginald S. Lourie 
and Bernard L. Pacella. Discussed by Drs. Leo 
Kanner and H. B. Elkind. . 

Clinical and Biological Interrelations between 
Schizophrenia and Epilepsy. Dr. Paul H. Hock. 
Discussed by Drs. Ralph S. Banay and L. J. 
Meduna. 


TuurspAy Morninc, May 21, 1942 
THERAPY 
Dr. John C. Whitehorn presiding 


Transference and Counter-Transference in Psy- 
chotherapy. Dr. Emeline P. Hayward. Discussed 
by Drs. Karl Menninger and O. Spurgeon English. 

Psychosynthesis of Amnesia. Drs. George D. 
Weickhardt and K. H. Langenstrass. Discussed 
by Drs. LeRoy M. A. Maeder and John M. Dorsey. 

Time Element in the Treatment of Drug Addic- 
tion. Dr. Michael J. Pescor. Discussed by Dr. 
James H. Wall. 

Hospital Treatment of Patients with Psycho- 
neurotic Disorders. Drs. Donald M. Hamilton, 
H. I. Varney and James H. Wall. Discussed by 
Dr. William Malamud and J. C. Whitehorn. 


THURSDAY AFTERNOON, May 21, 1942 
MISCELLANEOUS TOPICS 
Dr. Frank Luton presiding 


The Organization of a Psychiatric Service for 
a General Hospital. Dr. Lawrence S. Kubie. 
Discussed by Drs. R. B. McGraw and L. J. 
Thompson. 

Influence of Vitamin E (d-l-alpha tocopherol 
acetate) on Blood Cholesterol and Fatty Acids and 


Male Schizophrenics. Drs. Ralph Rossen and 
Aaron Reichenberg. Discussed by Dr. P. G. 
Denker.’ 


Breakdown in the Earlier Stages of Memorizing. 
Dr. D. Ewen Cameron. Discussed by Drs. Kurt 
Goldstein, and David Shakaw. 

The Schizoid Personality. Dr. Paul Sloane. 
Discussed by Dr. Franklin G. Ebaugh. 

A Comparative Study of Graphology, Palmistry, 
and the Rorschach Test. Dr. Ira S. Wile. Dis- 
cussed by Dr. Franklin G. Ebaugh. 


Section III. TuespAy Morninc, May 19, 1942 


NEUROLOGICAL PROBLEMS 
Dr. Earl W. Fuller presiding 


Symmetrical Granular Atrophy of the Cerebral 
Cortex of Vascular Origin. Dr. Andrew J. 
Akelaitis. Discussed by Dr. Erich Liebert. 

Imperception of Impaired Somatic Functions and 
Parts of the Body in Organic Brain Lesions. Dr. 
Josef Gerstmann. Discussed by Dr. Louis H. 
Cohen. 

Prefrontal Lobotomy in Chronic Psychosis. Dr. 
Magnus C. Peterson. Discussed by Dr. Walter J. 
Freeman. 

Non Specific Therapy in Neurosyphilis. Dr. 
Simon Stone. Discussed by Dr. Charles  F. 
Oberman. 
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THurRSDAY AFTERNOON, MAy 21, [942 


MISCELLANEOUS TOPICS 
Dr. Walter Treadway presiding 


The Significance of the Nautical Theme in the 
Art of Children. Drs. Lauretta Bender and 
William Q. Wolfson. Discussed by Dr. Edgar C. 
Yerbury. 

Graphic Rorschach II: The Graphic Rorschach 
as a Clinical Instrument. Drs. Gregory N. Rochlin, 
Kate N. Levine and Joseph R. Grassi. Discussed 
by Dr. David Levy. 

History of the First Psychopathic Institution 
on the American Continent. Dr. Samuel Ramirez 
Moreno. Discussed by Drs. C. B. Farrar and 
William C. Sandy. 

The Dawn of Psychiatric Journalism. Dr. M. K. 
Amdur. Discussed by Dr. A. Hauser. 

Psychosomatic and Electroencephalographic Cor- 
relations in Peptic Ulcer. Dr. Sidney Rubin. 
Discussed by Dr. Robert S. Schwab. 

Pulmonary Tuberculosis Among Patients at 
Anoka (Minn.) State Hospital, 1934 to 1941. Drs. 
Walter P. Gardner and Herman E. Hilleboe. Dis- 
cussed by Dr. William N. Keller. 


WEDNESDAY MorNING, May 20, 1942 
PSYCHOSOMATIC MEDICINE 
Dr. Roy Hoskins presiding 


Infantile Traumatic Experiences in a Case of 
Anorexia Nervosa. Dr. Margaret A. Ribble. 

Psychological Anorexia. Dr. John A. Rose. Dis- 
cussed by Drs. John Romano, and H. H. Hart. 

Studies of the Relationship Between Emotional 
Factors and Rheumatoid Arthritis. Drs. Ralph M. 
Patterson, James B. Craig, R. W. Waggoner and 
Richard Freyberg. Discussed by Drs. I. Paley Rak 
and Vernon P. Williams. 

Measures of Susceptibility to Nervous Break- 
down. Dr. W. Horsley Gantt. Discussed by Dr. 
Thomas M. French. 

Diagnostic Difficulties and Metabolic Changes in 
“Functional” Mental Disease. Drs. L. J. Meduna, 
F. J. Braceland and John Viachulis. Discussed by 
Drs. Lewis A. Karnosh and Frederic Wertham. 


WEDNESDAY AFTERNOON, May 20, 1942 


MISCELLANEOUS TOPICS 
Dr. C. Macfie Campbell presiding 


Methods of Estimating Capacity for Recovery 
in Patients with Manic-Depressive and Schizo- 
phrenic Psychoses. Drs. Edwin F. Gildea and 
Evelyn B. Man. Discussed by Drs. John C. White- 
horn and S. Katzenelbogen. 

The Psychiatric Aspects of Marihuana Intoxica- 
tion. Dr. Samuel Allentuck. Discussed by Dr. 
Lawrence Kolb. 


orge S. Sprague. 


Discussed by Drs. A. H. Woods and R. Finley 
Tr 
eation un Aid to ( munity Life of the 
\{ tal Host i] Mr. John Eisele Davis Discussed 
Drs. Samuel W. Hamilton and W. R. Dun- 
t Jr 
\f \f > 
LH MAY JVLOR LAY 2I, I942 
CIAI ( 


Gregory 
Socio-Cultural Factors in 
Nathan Blackman 
Discussed by Drs. 
vid Slight and Wilbur R. Miller 
What Unemployment Does to People: A Study 
\ Ti Sol Wiener Ginsburg. 
Tallman and F. J. Gerty. 
Adjuvants to Psycho- 
and Merrill Moore. 


and Seymour G. Klebanoff 


iscussed by Drs. F. F 
Resource S as 


Community 
erapy. Drs M Geneva Ut 


Discussed by Drs. Martin H. Hoffman and James 
Wats 
War-Time Tasks of Psychiatric Social Workers 
England. Miss Mildred Scoville. Discussed by 


Drs. Theophile Raphael and Paul L. Schroeder. 


PH ay A MAy 2I, 1942 
ADMINISTRATIV YCHIATRY 
Dr. Howard K. Petry presiding 


Problem. Drs. 
\. Hammond. Discussed by 
&. und Henry I. Klopp. 

Some Administrative Aspects of Suicide in the 
Mental Hospital. Dr. Louis S. Lipschutz. Dis- 
cussed by Drs. Neil A and Lawrence F. 
Woolley 

Debatable Admit 
Van De Mark. Discussed by 
holser and Marcus A. Curry. 

The Administrative Organization of a State Hos- 
pital Shock Treatment Unit. Drs. Harry J. Worth- 
ing, Newton Bigelow and Henry Brill. Discussed 
by Drs. Clarence H. Bellinger and Frederick W. 
Parsons. 

The Problem of the Hospital Maintaining its 
Own Herd of Cows. Mr. Monie Sanger. Discussed 
by Drs. Samuel W. Hamilton and W. D. Partlow. 


Food Waste as an Administrative 
K. Gruber and C 


Henry 


Jayton 


Dr. John L. 
Drs. Winfred Over- 


istrative Features. 


Section IV. THurspAy AFTERNOON, May 21, 10942 


SECTION ON MENTAL DEFICIENCY 

Panel Discussion. Aspects of Preventive Psy- 
chiatry in Child Guidance Work. Moderator: Dr. 
William Healy. Discussed by Drs. Eric Kent 
Clarke, Rev. Thomas V. Moore, John Chornyak, 
James S. Plant, Samuel W. Hartwell, Marion E. 
Kenworthy, Frederick Rosenheim and George E. 
Gardner. 
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OF SOCIETIES 


ROUND TABLE DISCUSSIONS 
TueEspAY Eventnc, May 19, 1942 
ALCOHOL 


Moderator: Dr. Robert Fleming 


APPLICATIONS OF PSYCHOANALYSIS TO THE 
NATIONAL EMERGENCY 


Moderator: Dr. Harry Stack Sullivan 


CIVILIAN MENTAL HEALTH AND MORALE 


Moderator: Dr. D. Ewen Cameron 


DEFENSE ACTIVITIES FOR PSYCHIATRIC HOSPITALS 


Moderator: Dr. Martin H. Hoffman 


EXPERIMENTAL DATA ON THE UNCONSCIOUS: 


SPECIAL REPORT 
Moderator: Dr. John C. Whitehorn 


MILITARY PSYCHIATRY 
Moderator: Dr. Bernard T. McGhie 
PSYCHIATRIC NURSING AND THE NATIONAL 
EMERGENCY 


Moderator: Dr. Charles P. Fitzpatrick 


PSYCHIATRIC SOCIAL SERVICE 


Moderator: Dr. George S. Stevenson 


VETERANS ADMINISTRATION 


Moderator: Dr. George F. Brewster 


OCCUPATIONAL THERAPY 


Moderator: Dr. Samuel W. Hamilton 


| 

= 

= 

= 

"| 


REPORTS OI! 


The following reports of Committees and 
of the Secretary-Treasurer were presented 
to the Association and approved by it during 
the convention sessions in Boston, Massa- 
chusetts, May 18-21, 1942. 


REPORT OF THE EXECUTIVE COMMITTEE, HELD IN 
THE HoteEL STATLER, Boston, MASs., 
May 17, 1942 


The Executive Committee met at 4 p. m. on 
Sunday, May 17, 1942, in the Hancock Room of 
the Hotel Statler, with President J. K. Hall pre- 
siding and Doctors Stevenson, Sandy, Ruggles and 
Overholser present. 

In regard to the recommendation to purchase 
Canadian Bonds, Dr. Ruggles moved the Secretary- 
Treasurer after conference with the President and 
Dr. Stevenson be empowered to buy $3,000.00 of 
any specified issue. Seconded by Dr. Sandy. Mo- 
tion carried. 

In regard to Dr. Bowman’s proposal to alter 
the program committee in respect to the sections, 
Dr. Ruggles moved that the Executive Committee 
recommend to the Council for the purposes of 
strengthening and coordinating the Program Com- 
mittee, that the program of the four sections be 
submitted to the Program Committee at the De- 
cember meeting and that the final program of the 
sections must be approved by the Program Com- 
mittee not later than March 15th. Seconded by 
Dr. Overholser. Motion carried. 

Dr. Ruggles moved that the Executive Com- 
mittee recommend careful consideration of Detroit 
as a meeting place for 1943, giving power to the 
Executive Committee to give consideration to other 
of the accessible centers for the membership in 
case of emergency, the Executive Committee to be 
empowered to use the necessary funds for the 
investigation. Seconded by Dr. Sandy. Motion 
carried. 

Dr. Overholser read Mr. Davies’ report regard- 
ing the Biographical Directory and the additional 
costs of the Lord Baltimore Press for covers on 
the past four issues. 

It was voted on motion of Dr. Ruggles, seconded 
by Dr. Overholser, to recommend to the Council 
that the maximum salary of the position of Chief 
Clerk be set at $1820.00 beginning June Ist. 

It was voted on motion of Dr. Overholser, sec- 
onded by Dr. Sandy, to extend the life of the 
Section on Psychoanalysis. 

The meeting adjourned at 5:20 p. m. 

WINFRED OvERHOLSER, M.D., 
Secretary-Treasurer. 


REPORT OF THE SECRETARY, 1941-42 


The following is a statement of the membership 
of The American Psychiatric Association as of 
April 1, 1942. 
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NORARY M 
er 16 
| I 
esent numb 17 
rmer 1 mher oO! 
Fellows to Life Membe 12 
Total 73 
4 
S t number ...... 60 
CORRESPONDIN MBERS 
Present number ........ 4 
FEI 
Members to Fellows ............. 37 
Reinstatements 2 
Fellows to Life Members ....... 12 
Lr pped 0 
Former numbe 1,278 
Associate Meml Members IQ 
Me bers to Fe 37 
ASSOCIATE MEMBERS 
Associate Members to Members... 19 
21 
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34 
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TOTAL MEMBERSHIP 
Corresponding Members ......... 4 
1,442 
Assotiate Members. 259 


Total Membership April 1, 1942... 
Total Membership May I, 1941... 


WINFRED OVERHOLSER, M. D., 


REPORT OF TREASURER 
CASH INCOME 
April 1, 1941—March 31, 1942 


Receipts from dues, etc. 
Membership dues 1941-42.. 
Membership dues prior to 


$20,191.19 


Membership dues 1942-43.. 75.00 
Fellowship Certificates .... 240.00 
Interest—Savings Accounts. 415.00 
Miscellaneous Income 20.45 


Total Income from dues, 

Receipts—AMERICAN JOURNAL 
OF PSYCHIATRY 


4,405.67 

Total Income—AMERICAN 

JoURNAL OF PSYCHIATRY 
Annual Meeting—Richmond, 

Va. 

Commercial exhibits ...... 2,138.00 
Banquet Tickets—American 

Psychiatric Association.. 1,500.00 
Banquet Tickets—American 

Psychoanalytic Associa- 

Round Table Dinners...... 847.25 
463.00 
Williamsburg Tour ....... 387.00 
Sale of Programs........ 21.75 
Refund—Women’s___ Enter- 

tainment Fund ......... 23.00 

Total Income—Annual 

Biographical Directory—Sales 
Total Income—all sources 


2,647 
2,405 


Secretary. 


$22,831.99 


$9,160.15 


1,532.50 


$39,308.64 


Board of Editors—luncheon 
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CASH EXPENSES 
April 1, 1941—March 31, 1942 
Salaries and Office 
Rent—May 1942 ......... 116.62 
Salary—Executive A ssis- 

Salary 2,225.00 
549.67 
Insurance and Annuities 

(less collections) ...... 429.58 
Social Security Taxes (net 

46.12 
Travelling Expenses ...... 165.00 
General Expenses ........ 646.48 

Total Salaries and Office $9,228.52 

AMERICAN JOURNAL OF Psy- 

CHIATRY 
Printing of issues (Balance 

Vol. 97 No. 2—Vol. 98 

No. 3) (except Vol. 97 

13,077.01 
Other: 66.61 
Editorial Assistance ...... 1,030.15 
119.12 
Telephone and Telegraph.. 279.28 
Rent—Canadian National 

Miscellaneous Expenses 92.06 

Total Expenses—Ameri- 

can Journal of Psychi- 
$14,943.36 
Annual Meeting—Richmond, 
Va. 
American Psychiatric Asso- 

ciation Banquet ........ 1,392.10 
Round Tables and Ameri- 

can Psychoanalytic Ban- 

985.25 
Refund—American Psycho- 

analytic Association 26.00 
Commercial Exhibits 

(Booths, signs, folders 

353.91 
Scientific Exhibits (Booths, 

Registration Cards, Tickets, 

62.42 
Preliminary Program and 

101.36 
Final Program and Postage 825.27 
339.30 
Honorarium—Sir Gerald 

100.00 
Badges and Ribbon........ 206.52 
Williamsburg Tour ....... 378.50 
Council Dinner .......... 31.70 


| 
4 
690 
| 
|| | 
| 
| 
856 | 
| 
1,503 
| 
280 
$5,784.00 
21 
= 11.50 
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Committee on Public Edu- Book N Amour I; 
$58.51 n Din Sav 
Equipment (microphone, Bank 1,115,778 $3,965.41 S 
loud speake rs, projection rant Indu 1 
112.87 Savings Bank 137,048 3,461.71 
50.00 Bowery Savin 
Miscellaneous ............ 129.98 Bank 258 3,745.78 
( 
Total Expenses—Annual D B 
$5,466.61 series G 15,000.00 
Committee Expenses ........ 2,860.4 Ba | 
Printing—Biographical Direc- Richn 
Printing—Directory of Mem- American J ( 
Printing—Other ............ 1904.5 try 129.08 ( 
Collection on Foreign Checks 51.22 
Fellowship disbursements ... 30.21 $37,397.70 ; 
Total Expenses ........ 30,344.73 FOR AMERICAN PSYCHIATRIC ASSOCIATION 
Excess Income trans- APRIL I, I1942—MARCH 31, 1043 
ferred to Surplus... 2,963.91 
Se, N This does not include the JouRNAL or the 
$39,308.6 M \ccou 
SURPLUS ACCOUNT Membership Dues . $21,000.00 
April 1, 1941—March 31, 1942 ncome—Fellowship Certif Ini 
Surplus as of March 31, 1941 $27,377.83 | 
Excess income over expendi- 122.24 
ture for year ending I 
March 31, 1042........ 2,963.91 Total $21,772.24 
Surplus as of March 31, 1942 $30,341.74 
DISBURSEMENTS 
Special Accounts Executive Assistant .... $4,200.00 ; 
Committee on History of lorothy Rubenstein .... 1,791.60 ; 
Psychiatry—Special Eve Borduk ....... . 1,690.00 
Fund: Special Executive Commit 
Received from Anony- tee Assistance .......... 120.00 
mous donor .......... $3,500.00 Rent 1,400.00 
Less payments therefrom. 83.51 Subsidy—Journal ..... 5,000.00 
jets Committee Expenses ...... 3,000.00 
$3,416.49 Printing—general ........ 375.00 Di 
Rockefeller Foundation Printing—Membership Di 
Fund for Committee on 1,100.00 
Medical Education Postage, Tel. & Tel....... 600.00 
Year ending Received Expended Blanket Bond ........eeee 65.80 
May 7, 1940.. $4,500.00 $377.20 Travel—A. M. Davies..... 250.00 
Year ending Insurance—Pension Plan .. 600.19 
March 31, 1941 4,000.00 3,237.90 Fellowship Certificate .... 40.00 
Year ending Cheek Tax. «.... 35.00 
March 31, 1042 4,000.00 5,245.43 Miscellaneous ..... pene 400.00 
$12,500.00 $8,860.53 $20,723.39 
Unexpended Balance ........ $3,639.47 $1,108.85 
Total Funds Controlled by American 
Psychiatric Association .......... $37,397.70 BUDGET FOR AMERICAN JOURNAL OF PSYCHIATRY | 
Assets as of March 31, 1942 FROM APRIL I, I1942—MARCH 31, 1943 
Book No. Amount 
Chase National Bank RECEIPTS 
(Checking Ac- Back Numbers ........... $200.00 
$10,017.89 Income from Subscription 
The Bank for Sav- 5,000.00 | 


eS 760.44 Income from Advertising.. 3,200.00 


| 
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Income from New Subscrip- Committee on Public Edu- 
Subsidy from Membership Equipment (Microphone, 
5,000.00 Loud Speakers, Projec- 
- —_— tion Lamps, etc.) ...... 112.87 
Miscellaneous ............ 129.98 
DISBURSEMENTS: 
Rent—Editor’s Office ..... $200.00 Total Disbursements .... $5,466.61 
Editorial Assistance ..... 1,300.00 Cash Balance, June 30, IQ4I.. 317.39 
Printing—Journal ........ 11,000.00 
Telephone & Telegraph... 200.00 ANNUAL MEETING ACCOUNT, JULY I5, 1942 
Statement of Receipts and Disbursements 
se 50.00 RECEIPTS : 
$37,397.70 C srcial Exhibi 
ommercial Exhibits ..... $1,550.40 
$13,160.00 Round Table Income...... 498.75 
(943 Sale of Programs......... 27.25 
NAL or the ANNUAL MEETING ACCOUNT, JUNE 30, I94I Subsidy—American Psychi- 
Income and Disbursements 
1941 Meeting—Richmond, Va. Total Receipts ......... $3,383.32 
INCOME: 
Commercial Exhibits ..... 2,138.00 DISBURSEMENTS: 
Banquet Tickets—Ameri- Commercial Exhibit Booths $140.00 
can Psychiatric Assn. vee 1,500.00 Exhibit Folders, Letters, 
Banquet Tickets—Ameri- 114.18 
$21,772.24 can Psychoanalytic Assn. 404.00 Scientific Exhibits ........ 200.00 
Round Table Dinner Tick- 61.75 
Registration 403.00 Registration Cards, Tickets, 
Williamsburg Tour ....... 387 OR 33.01 
Sale of Programs. 21.75 Final Program & Postese.. 960.26 
Refund-Women’s Entertain- R d 
380.90 
Council Dinner .......... 108.08 
| $5,784.00 Editorial Breakfast Meeting 12.70 
Committee on Publicity.... 53-25 
DISBURSEMENTS : Motion Picture Expenses. . 91.00 
A. P. A. Banquet......... $1,392.10 50.00 
) Psychoanalytic Banquet.. 985.25 A. M. Davies Expense— 
Refund—American Psycho- Committee on Arrange- 
analytic Assn. .......... 26.00 MENTS 69.42 
Commercial Exhibits Traveling Expenses—Meet- 
) 353-91 Miscellaneous Expenses ... 298.07 
) Scientific Exhibits (Booths, 
- Registration Cards, Tickets, Total Disbursements 3,623.11 
$1,108.85 Preliminary Program & a 
rCHIATRY Final Program & Postage. 825.27 from 
1943 Reporting 339.30 317.39 
Honorarium—Sir Gerald Balance on hand, July 15, 
CEE 6564408000000 100.00 1942, to be refunded to 
) Badges & Ribbons ........ 206.52 Membership Account ..... $77.60 
Williamsburg Tour ....... 378.50 —— 
. Board of Editors Luncheon 11.50 Treasurer. 
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REPORT OF THE EXECUTIVE ASSISTANT 


Your Executive Assistant herewith submits his 
annual report: 

As approved by Council, a one year lease has 
been signed with Rockefeller Center, Inc., for the 
office space located in the Time and Life Bldg 
Room 708, 9 Rockefeller Plaza. 

The commercial exhibits sold in connection with 
the annual meeting and one of its main sources 
of revenue has been severely restricted by the war 
program as many manufacturers do not have equip 
ment to sell or their plants have been converted to 
the production of war materials. For the Boston 
meeting, we have laid out thirty spaces and twenty- 
six of these were originally reserved. Twelve of 
these were cancelled, leaving fourteen firms who 
will actually exhibit. The total revenue from this 
source for 1942 is $1,440.40. In view of this situa- 
tion, revenues from this source cannot be 
for the 1943 meeting. 

The Biographical Directory, published one yea 
ago, has paid off $1,554.50 of its indebtedness, 
leaving $1,163.34 still due the Association. 

The JouRNAL account has been able to pay the 
printer most of the money due on the old format 
while paying all current bills on the new format. 
There remains due $1,930.56 on the last issue of 
the old format. 

During the past year, your office has been active 
in assisting the officers and committees in carrying 
the many details required by a rapidly growing 
association. 

With many members going into the armed forces 
and others accepting new positions, it is urgently 
requested that you keep the office informed of such 
changes so that we may have your proper address 
for mailing the JOURNAL. 


assured 


AustTIN M. DaAvIEs, 
Executive Assistant. 


COMMITTEE ON RESEARCH 


The Committee on Research met on December 20, 
1941, in New York City to take up the following 
matters: (1) to investigate by questionnaire the 
present status of various shock treatments in the 
hospitals of the country; (2) to inquire into the 
matter of war neuroses as evidenced by the foreign 
literature. 

We discovered, however, after we had obtained 
permission from the Council to investigate these 
matters that the United States Public Health Ser- 
vice had anticipated us on the matter of the various 
shock treatments by a very elaborate research into 
the present status of these methods and, conse- 
quently, there was no need of duplicating their 
work; and, secondly, that the matter of the war 
neuroses had also been taken up by various agencies 
and, consequently, here, too, it would have been 
superfluous on our part to repeat what was being 
done. 

Consequently, the total productive activities of 
the Committee on Research were finally limited 
to arrangements for the exhibition of scientific work 
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tor the next annual meeting of the Association. 

this was done through Dr. S. Bernard Wortis of 

t mmittes 1 the rman through local 
( cts 

| experience of the committee during this 

t year brings ver nt conclusion—that 

esearch « e ca anything of any 

rtance under present day circumstances except 

inge for exhibits; that in order to influence 


rch activities in the United States and Canada, 

he American Psychiatric Association would have 
set up an organization with paid workers which 
would act as a sensory system to find out what 
was going on, a recording system to place it at 
the disposal of the members of the Association, and 
system to energize and direct 


work as needed help and direction. 


ssibly a motor 


Respectfully submitted, 


ABRAHAM My! M.D., Chairman, 
S. BERNARD W< M. D., 

Davip C. Witson, M.D., 

WALTER L. Bruetscu, M.D., 

Harry STACK SULLIVAN, M.D. 


REPORT OF THE COMMITTEE ON NOMENCLATURE 


The report of the committee 
mentioned that the 


ygiene had expressed a d 


for the year I94I 
National Committee for Mental 
sire to publish a revi- 
sion of the statistical Manual for the use of 
pitals for Mental Diseases. The Manual was 
revised in 1934 and has been reprinted since that 
time. However, the basic material has not been 
changed in eight years. The committee wishes 
to report that the completed text of the new edition 
was passed to the National Committee on Mental 
ygiene the latter part of March, 1942 and that 
new Manual may be expected to come from 
the printers shortly. The committee was assisted 
in this work by Dr. Horatio M. Pollock. 
in the classification that 
s to report at this time and 
insertion of the heading “oo2-x34 
under the heading of the 


Phe re is one change 

Committee wishe 
that is the 
Anorexia 


“Psycho-neuroses.” 


1ervosa”’ 


Certain other changes have been made to bring 
the material of the Manual up to date. 

1. The ication of race and national origin 
used by t S. Bureau of the Census in the 
1940 Census of population has been adopted. This 
replaces the classification of national origin used 
Immigration Bureau and the classification 
of national origin in the 1930 Census of population. 

2. The condensed International List of the 
Causes of Death (5th Edition—1939) has been 
substituted for the earlier edition of the Inter- 
national List recommended in the 8th Edition of 
the Manual. 

3. The classification of communities as “urban” 
and “rural” is used in the Manual as in the previous 
editions with the exception that the “urban” com- 
munities are further classified according to the 
population of the unit involved. 
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4. In response to several requests, two new 
tables have been included as follows: 


Table 15. “Occupation of First Admissions, by 
Mental Disorders.” 

Table 18. “Length of Hospital 
Patients Discharged, by 


Residence of 
Mental Disorders.” 


Early in the year your committee learned that the 
statistical service of the Bureau of the Census 
on Mental Disorders had been recommended for 
discontinuance by the Director of the Federal 
Budget as a war economy. As a consequence, no 
appropriation for this service was contemplated 
in the account providing funds for the operation 
of the Bureau of the Census for the coming year. 
Other institutional and judicial statistics were 
affected in a similar manner. Through the officers, 
the committee members and other interested per- 
sons, strong protests against the discontinuance of 
these services were registered with the Bureau 
of the Budget, the Bureau of the Census and with 
the chairmen of the appropriations Committee, the 
Committees of the United States Senate and the 
House of Representatives. A hearing was held 
before the Senate Appropriations Committee at 
which representatives of the National Committee 
for Mental Hygiene, The American Psychiatric 
Association and the American Prison Association 
urged the retention of these services where they 
were considered as essential. Word has come to 
the committee that the statistical services are to be 
continued at least through the present year but 
that there is some question of future provisions 
being made. 

Under these circumstances the committee wishes 
to urge that all institutions preserve their own 
statistics in as careful a manner as possible, par- 
ticularly during the war years. It may be that 
the only figures we will have on mental diseases 
in the future will have to come from the tables 
compiled by each institution. If any gap in con- 
tinuity occurs during these years, there may be no 
other figures available for registering the im- 
portant changes occurring in mental diseases during 
the present years of stress. 

Respectfully submitted, 
Nett A. Dayton, M.D., Chairman, 
C. O. Cueney, M.D., 
J. P. S. Catucart, M.D., 
AsprAM E, Bennett, M.D., 
Carter Henry, M.D., 
Grover A. Kemper, M.D., 
James V. May, M.D., 
Ropert WoopMan, M.D., 
GERALD R. JAmrieson, M.D., 
FrRANK H. Luton, M.D. 


COMMITTEE ON PSYCHIATRIC NURSING 


There have been relatively few schools apply 
for accreditation of their courses in the past year, 
the actual number being four, as compared to a 
considerably larger number the year before. 

Your committee has become increasingly con- 
cerned about the shortage of nursing personnel 
and the deficit, present and anticipated, in nursing 


PROCEEDINGS OF SOCIETIES 285 


service. In order to endeavor to combat this in 
some way or other, they have interested them- 
selves in the promotion of courses for attendants 
and have in mind in the future the possible stand- 
ardization of these courses in institutions in vari- 
ous states and also, as a more distant goal, the 
licensing of such trained attendants. It seems per- 
fectly obvious that the present shortage of nurses 
is going to increase progressively and that more 
of the simpler nursing procedures will have to be 
carried out by the attendant personnel. 

Your committee has been working in close col- 
laboration with the Committee on Psychiatric 
Nursing of the National League of Nursing Edu- 
cation in evolving an attendants’ course which 
would be acceptable and which would fulfill what 
might reasonably be expected from attendants. In 
January, 1942, the Chairman of your committee, by 
circular letter sent out through Mr. Davies’ office, 
made an appeal to executive officers of institutions 
caring for mental patients throughout the United 
States to increase if possible the enrollment of 
student nurses and to think in terms of training 
of attendants, if that was not presently being car- 
ried on in their respective institutions. The re- 
sponse to this appeal was very gratifying. There 
seems to be a widespread interest in any assistance 
that this Association can offer in a training pro- 
gram for nurses and also for attendants. 

The Council will recall that last year negotia- 
tions had been started with Dr. Alan Gregg, Medi- 
cal Director of the Rockefeller Foundation, by the 
Committee Chairman, with your approval. In De- 
cember, 1941, just previous to the Council meet- 
ing, your committee chairman again saw Dr. Gregg 
for a personal interview and outlined a project, 
later submitting it in writing, which Dr. Gregg in 
his turn submitted to the Trustees of the Rocke- 
feller Foundation. I am glad to be able to say 
that the Trustees of the Foundation have seen fit 
to make a grant of $10,000 for the coming year, 
beginning not later than July rst, for the purpose 
of carrying out this project. A copy of the project 
as outlined to Dr. Gregg is attached to this report. 
At the present date of writing, April 1, your com- 
mittee chairman is in touch with a number of pro- 
spective candidates from the nursing field who 
might carry on this work. No definite appointment 
or commitment has been made at this date of 
writing. In order to obtain as complete a list of 
candidates as possible, various members of this 
Association in different parts of the country have 
been communicated with. All members of the 
Council have had sent to them a copy of the out- 
line of the project, terms of the grant and other 
pertinent information. I do not believe it is neces- 
sary for me to lay any stress on the extreme desira- 
bility of getting ahead with this job and obtaining 
a suitable person to do it, if one has to be obtained 
by the time this report is formally presented to the 
Council. Your committee chairman feels that you 
are all familiar with the dire need that exists now 
and which will exist in the post-war reconstruc- 
tion period for guidance in connection with the 
training of personnel. 
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There are certain aspects of this problem which, 
if put down in full in writing, would involve quite 
an extensive report, and I would greatly prefer 
to deal with them verbally at the meeting of the 
Council at the Annual Meeting in May. 

I wish to acknowledge the assistance given by) 
the President-Elect, Dr. Arthur H. Ruggles, 
the furtherance of this project, both in 
with Dr. Gregg and also for taking over the work 
of your committee chairman during the latter halt 
of January, February and most of March, during 
my absence in Arizona at that time. Dr. Ruggles’ 
assistance, advice and actual work is greatly ap 
preciated and has also been sound and wise. 

Respectfully submitted, 
CHARLES P. Fitzpatrick, M.D., Chairma 
GARLAND H. Pace, M.D., 
Marcus. A. Curry, M.D., 
Henry I. Kropp, M. D., 
GeorGE S. Jonnson, M.D., 
O. O. Forpycr, M. D., 
H. McCuarie, M. D., 
James H. Watt, M. D., 
M. CuHampsers, M. D., 
EuGENE L. Horcer, M. D. 
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AL ASPECTS OF PSYCHIATRY 


COMMITTEE ON LE 


The Committee on Legal Aspects of Psychiatry 


herewith presents its annual report for the year 
IQ4I-1942. 
The membership of your committee is scattered 


so widely over the United States and Canada t 
a meeting of all the membership prior to the an 
meeting of the Association in May, 1942, has bee 
impracticable. For this reason, the chairman 

rected inquiries and received suggestions for 

tivities of the Committee from each of the members 
These were reported to the r tl 


President of the 
Association at the Council Meeting December 20, 
1941. Matters of especial interest included: 

1. Reference to the need for uniformity of com- 
mitment procedures for the mentally ill and men- 
tally deficient. 

2. The support of the model legislation of the 
American Law Institute, the Youth Correction 
Authority. 

3. The extension of policy of scientific examina- 
tion of offenders against the law. 

4. Furtherance of training in legal psychiatry for 
students in training in medicine and law. 

5. Military disciplinary problems and post-war 
planning in the field of juvenile delinquency. 

These matters were considered at a joint meeting 
of the members of the Committee on Legal Psy- 
chiatry of the Criminal Law Section of the Ameri- 
can Bar Association and members of your Com- 
mittee in Chicago. 

Since the matters contained in the first four items 
have been of interest heretofore, such progress as 
has been reported is hereby listed. 

Under the first of these, uniformity of commit- 
ment procedures, two matters of significant interest 
were brought to our attention. First, the change 
from commitment, either by jury or voluntary 
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3. It recommends that courses in the medical 
schools be modified to provide an orientation in 
penal psychiatry and personality problems of mili- 
tary administration for their undergraduate students. 

4. It recommends that postgraduate courses in 
instruction for physicians be organized for their 
training in the legal aspects of psychiatry. 

Of deep significance for the work of this Com- 
mittee is the reappointment by the Criminal Law 
Section of the American Bar Association of its 
Committee on Legal Psychiatry. Its chairman, 
Professor Rollin M. Perkins of the University of 
Iowa, has long been active on this committee. On 
January 24, at the joint meeting with the members 
of this committee and your own, special attention 
was given to the question of uniformity of com- 
mitment procedures. The result of this discussion 
was the formulation of a statement of plan which 
follows : 

“We concur in 
principle : 

“The stigma of the adjudication of insanity is 
not to the best interests of the patient, his family 
or society, is lifelong and often impairs successful 
treatment although under our present legal ad- 
mission procedure, it is a legal prerequisite to 
hospital treatment for mental illness. Furthermore, 
technical legalistic or slow procedures often impair 
effective treatment of persons mentally ill. 

“The insane are sick people and insanity is a 
medical problem. Certain mentally sick persons 
need and desire hospitalization. Admission pro- 
cedure should be simplified for them. 

“Therefore, Be It Resolved: 

“1. That the method of hospitalization of men- 
tally ill persons must be rendered as informal and 
speedy as possible. 

“2. Voluntary admissions should be permissible. 

“3. Court procedure should be in the nature of 
an informal inquisition with testimony by qualified 
psychiatrists before the court without a jury.” 

During the discussion, another resolution had 
been considered and apparently agreed upon, 
namely, that “admission upon the certification of 
qualified psychiatrists without court procedure is 
highly desirable.” This last resolution was not 
acceptable to the two members of the American 
Bar Association and therefore shall be considered 
only as a resolution of the Committee of The 
American Psychiatric Association. It is the recom- 
mendation of your Committee that the Association 
be asked to accept this statement of principle as 
agreed to in the joint meeting of the Committees 
of the two Associations. 

L. Scuroeper, M. D., Chairman. 
WALTER Bromserc, M. D., 
R. E. Busuone, M.D., 
BERNARD GLUECK, M.D., 
Hearty, M.D., 
James G. McKay, M.D., 
LeRoy M. A. Magner, M. D., 
Romney, M. Ritcney, M.D., 
S. Setiinc, M.D., 
Grecory M.D., 
April 21, 1942 


the following statement of 


A Summary Report oN Court PSYCHIATRY 


During the past year the Committee on Court 
Psychiatry has not only given consideration to the 
daily problems confronting the court psychiatrist 
in the criminal court clinics, but has also attempted 
to deal with the broader field of legal psychiatry. 
The Committee has made use of the current litera- 
ture in addition to drawing upon the personal ex- 
perience of its members. Some of the problems are 
relatively new but many of them have been familiar 
for a long time. For orientation in this field we 
refer to the writings of such pioneer workers as 
William Healey, Herman Adler, Vernon Briggs, 
Winfred Overholser, Bernard Glueck, Thayer, 
3ranham and Franz Alexander. 

The Committee is impressed at once by the in- 
creasing cooperation of legal and psychiatric leaders. 
To be sure, there is still some divergence between 
representatives of both groups as to the function 
of the court psychiatrist. Some still feel that his 
function is almost exclusively the determination of 
legal responsibility, with the attention focused upon 
gross feeble-mindedness and the psychoses. In 
earlier days there was so much legalistic wrangling 
about the hypothetical question, irresistible impulse, 
temporary insanity, malingering and amnesia, that 
most psychiatrists dreaded court appearance. 

During the past twenty years there has been a 
great broadening in the court psychiatrist’s sphere 
of activity and ever greater recognition of his value 
has been accorded by socially minded jurists. Much 
of this had undoubtedly been due to the diffusion 
through the community of some of the basic prin- 
ciples of mental hygiene. The operation of the 
Briggs law in Massachusetts and its use in modified 
form in other jurisdictions has also been an impor- 
tant influence. Today, sociologists, analysts, psy- 
chologists, penologists and psychobiologists often 
work together harmoniously in court and prison 
clinics. 

The following trends and questions have been 
studied by this committee: 


1. Legislative changes: 

(a) Briggs law and modifications. This Massa- 
chusetts legislation marked a tremendous 
step forward and modifications are being 
used elsewhere. 

(b) Cooperation of psychiatric legal groups to 
study legislative changes and current 
problems ; Pennsylvania Bar Association 
Committee to cooperate with Medical 
Societies and Committee on Psychiatric 
Services to Criminal Courts (Chairman, 
Philip Q. Roche, M.D.) ; Michigan So- 
ciety for Neurology and Psychiatry 
under Dr. Barteimeir and others. 

(c) Sex Laws. 

(1) Michigan—(Goodrich act of Michigan 
—now revised acts, 165, 1939). De- 
spite disadvantages this law is a defi- 
nite step forward and offers a 
mechanism for the treatment of sex 
offenders who are neither insane nor 
feeble-minded, but are defined as 
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criminal sex psychopaths by a com- to competer ind bias and as to 
mission to two psychiatrists appointed qualification as an expert. When 
by the Court. The offender is then called by the court or by either (e 
referred to the State Hospital Com- party to the proceeding, the court 
mission for disposition and treatment. may examine the psychiatrist, as 
(2) California—The Welfare and Institu- deemed necessary, but either party 
tions Code of the State of California, shall have the same right to object 
Chapter Four, defines a_ sexual to the questions asked by the court 
psychopath in Section 5500 as nd the evidence adduced as though 
follows: the psychiatrist were a witness for 
As used in this chapter, “sexual le adverse ee M hen the Psy- (f 
psychopath” means any person who . ist is called and examined by 
is affected, in a form predisposing 
to the commission of sexual of- directed 2. Te 
fenses against children, and in a oy eee ee ee alled by either 
degree constituting him a menace pars) the adverse 
to the health and safety of others, the I. 
with any of the following condi- pt ea ae any other witness 
tions : : 
(a) Mental disease or disorder discharge 
(c) Marked departures from 
normal mentality Section 5502.5—Added 
The provisions relative to the ap- 
are outlined in Section 5504 in the pl 
is sexual psy¢ ithy to such an 
The judge shall appoint not less extent that in the opinion of the 
than two nor more than three psy- superintendent of the hospital he 
chiatrists, each of whom shall be is no longer a menace to the health 
the holder of a valid and unrevoked and safety of others, said superin- 
physician’s and surgeon’s certificate tendent may certify said opinion 
who has directed his professional to the committing court. Unless 
practice primarily to the diagnosis within thirty days after the receipt 
and treatment of mental and ner- of such certification, said court shall 
vous disorders for a period of not order the return of said person to 
less than five years, and at least await the further action of the 
one of them shall be from the court with reference to the criminal 
medical staff of a state hospital or c him, the superinten- 
county psychopathic hospital, to dent of the hospital in which he is 
make a personal examination of the confined may parole the person f[ 
alleged sexual psychopath, directed under such terms and conditions as | 
toward ascertaining whether the shall be specified by the superin- I 
person is a sexual psychopath. tendent, for a period of not less 
The law further provides (Section the end 
the five year period the person has 


5505) that: 


to revert 


nN lencyv 
hy, he may 


The psychiatrists so appointed to his sexual psychopat 
shall file with the court a written be discharged as recovered. The 
report of the result of their exami- parole shall be on the same general 
nation, together with their conclu- terms and conditions as the parole 
sions and recommendations. At the of the insane. When in the opinion 
hearing they shall hear the testi- of the superintendent of the hos- 
mony of all witnesses, and shall pital the sexual psychopath has not 
testify as to the result of their recovered from his sexual psycho- 
examination, and to any other per- pathy and will not benefit by fur- 
tinent facts within their knowledge. ther care and treatment in the 


hospital, the superintendent may 


In addition, Section 5506 says: . 
55 . return him to the court for further 


Any psychiatrist so appointed by disposition of the case. 
the court may be called by either (d) Michigan Homicide Law. This law re- 
party to the proceeding or by the quired the examination of all those con- 
court itself and when so called shall victed of homicide by a commission of 


be subject to all legal objections as psychiatrists appointed by the State 
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Hospital Commission. It has been ruled RECOMMENDATIONS 
. 1. Formation of state legal-psychiatric committees 
) Classification laws in some states as in 


New York and Illinois. Opportunity for 
both intra- and extramural treatment 
is afforded. Much may be done where 
the principle of the indeterminate sen- 
tence is in use since the parole official 
may then follow the recommendations of 
the court or prison psychiatrist. 
) Pennsylvania State Parol Board. 
Genera 


(Act of 
Assembly, No. 323, August 8, 


I94I.). 
2. Techniques in court clinics. We have con- 
sidered the following techniques and 


function: 
Diagnostic Commissions: (a) Goodrich 
commissions. (b) Homicide commissions. 
(c) Sanity commissions. (d) Commit- 
ments of alcoholics and drug addicts. (e) 
Feeble-minded commitments. (f) Ques- 
tions of guardianship. 
Prognostic (therapeutic and diagnostic). 
(a) Classification—using standard nomen- 
clature objective data as 
possible. 
(b) Probation and parole prediction. Method 
employed: individual psychiatric, 


and as 


sociological and _ statistical. Socio- 
logical methods are in routine usage 
in some clinics. Where both the 


statistical method of the sociologist 
and the individual prognostic one of 
the psychiatrist have been used in the 
same court or prison clinic and equal 
degree of success has been reported. 
tatus of deception tests as far as the 

forensic psychiatrist is concerned. A 
critical analysis of most of the investi- 
gation and opinions reported reveal 
that there are many incorrect claims. 
Owing to errors of both method and 
interpretation, these results are not 
suitable as evidence for courts. Used 
in preliminary investigation and as an 
adjunct to psychiatric examination 
and in psychotherapy, the deception 
test may be of value. The Committee 
recommended intensive research to 
determine the validity of deception 
tests. 

Recommendations to the court as to 
treatment. In many instances the 
court wants all that the psychiatrist 
can offer in any out-patient clinic or 
child guidance clinic including: 

(1) Disposition, probation, commitment, 
jail or prison. Advice as to steri- 
lization, castration, domestic re- 
lations problems, occupational, 
vocational, recreational, etc. 

Observation. 

(3) Where possible follow up with ac- 
tual treatment, utilizing all court, 
police and community officials. 

(e) Advice and detailed analysis of traffic 

offenders, blackout violators, etc. 


(d) 


(2) 


such as in Pennsylvania. 

2. Necessary legislation making observation pos- 
sible for a few days up to thirty in borderline 
cases. The appointment of a committee or 
commission in states to deal with permanent 
segregation or increased detention, not pos- 
sible where the sentence is expired and the 
indeterminate sentence is not used. 

3. The formation of a committee in states in which 
there does not exist officially an organized 
neuropsychiatric group, to scrutinize and regu- 
late the conduct of expert witnesses in this 
field. This procedure has recently been insti- 
tuted in Minnesota. 

4. The formation of a standing committee of this 
section to be changed yearly to investigate and 
report on current problems for later action 
where necessary by the parent group. 

5. The appointment of a committee by this section 
to study further the limitations and _possi- 
bilities of deception tests. 


This same committee should investigate and 
appraise other medico-legal tests. Some of the more 
important of these include blood typing in the 
determination of paternity ; psychobiological factors 
in relation to finger print patterns and the quanti- 
tative analysis of alcohol present in those suspected 
of being intoxicated. 

Dr. Guttmacher has already stressed the adoption 
of some of these methods in his last annual report. 

MAnFrepD S. GutTrMacHeErR, M.D., 
JoHn A. Larson, M.D., 
GeorceE H. Preston, M.D. 


REPORT OF THE COMMITTEE ON PSYCHIATRIC 
SocraAL SERVICE 


The activities of the committee include the con- 
tinuance of certain work carried over from last 
year. 

The Recommended Curriculum for Psychiatric 
Social Work Training, Civil Service Standards 
for State Hospital Social Workers, and the Re- 
port of the Survey of Psychiatric Social Workers 
in Mental Hospitals as carried on jointly by your 
committee and the corresponding committee of the 
American Association of Psychiatric Social Work- 
ers, have been mimeographed and distributed. The 
Recommended Curriculum and Civil Service Stand- 
ards are in addition to be published in the vari- 
ous psychiatric journals. 

The problem of the continuance of Smith Col- 
lege came to our attention and in this connection 
we have attempted to assay the need for psychi- 
atric social workers in relation to present pro- 
visions. It would seem that one social worker for 
every 275 patients in the hospitals, and one for 
every 50 on parole or in family care would be a 
reasonable standard and that there is a need for 
training that can be pointed up especially in the 
direction of the mental hospital. You will be inter- 
ested that Smith College has decided to continue 
its school of social work with special psychiatric 
emphasis, and we are hoping that it may more and 
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more develop field training centers in mental 
hospitals. 

It has been suggested to the Program Commit 
tee that a session on psychiatric social work be 
held at the annual meeting. Specifically it was 
decided to include one paper on the role of the 
social worker in selective service, one on psychi 
atric social service in conjunction with evacuation 
of children in England, and one describing the 
role of psychiatric social workers in the screen 
ing of men by the navy. A round table on ps) 
chiatric social work and the war is also anticipated 

Assistance has been given the Red Cross in the 
development of its psychiatric social service, both 
in planning their functions in this respect and in 
securing a chief psychiatric social worker. Visits 
have been made to the headquarters in Washington 
The Committee on Relations with Psychiatry of 
the American Association of Psychiatric Social 
Workers has been requested to appoint a special 
committee as an adviser to the Red Cross and your 
chairman has served as a consulting member of 
this committee. 

We are at present confronted with 
social service activity that bear directly upon the 
mental health of the civilian and the soldier. An 
important part of the psychiatric aspect of 
tive service is securing social data reflecting the 
adequacy of the registrant in civilian life. This 
must be watched carefully and every support given 
to the development of good social service investi 
gation in collaboration with psychiatrists 
ciated with selective service. As yet it is 
early to determine wherein the volunteer services 
of the Office of Civilian Defense bear upon psy 
chiatry. Undoubtedly personnel men will be avail- 
able who can be used in relation to the various psy- 


needs for 


] 
selec- 


asso 


rather 


chiatric tasks confronting us, including selectiy 
service and the rehabilitation of men rejected. They 


may also play a part in rehabilitation. These ac- 
tivities must all be kept under observation. 

The third development is the inclination of the 
United Service Organizations, chaplains, and Red 
Cross to take more seriously the worries and other 
disturbances of those with whom they come into 
contact. In this some of the experiences of psy- 
chiatry are needed and perhaps the continuous as- 
sistance of psychiatric social work. Experiments 
along this line are in prospect and warrant the 
interest of the committee. 

Looking ahead it would seem to me that our 
committee, which has concerned itself for 
eight or ten years with the function of psychiatric 
social service, should now begin to give more at- 
tention to the conditions that obstruct the carrying 
out of this function. I should like to record at this 
time also that the Committee on Psychiatric Social 
Service, which has always been more concerned 
with mental hospital functions than any 
phase of psychiatry, is handicapped because it has 
no one representative of the mental hospital among 
its members. At least three of the members should 
be from this field and I would urge that this be 
taken into account in the next three appointments. 


some 


other 
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Also with our geographical spread it is difficult 
s to come togethe« eetings. I think the 
terest of the members would be retained better 
1 the Committee would function more effectively 
there were some official sanction of and encour- 
ent of the use of proxy members whereby a 
ber who is ble to come from a distance 
could ask some one not already participating to 
t 1 his place and report back to him 
Respectfully subn itted, 
GeorGE S. STEVENSON, M.D., Chairman. 
HELEN P. LANGNER, M. D.. 
ESTHER L. Ricuarps, M. D.., 
Harry C. Sotomon, M.D.. 
E. Kut CHEK, M.D 
March 31, 1942 
REPORT OF THE COMM ON PsyYCHIATRY IN 
MEDICAL | 
During the past yeal Mav 1041 May 1942) 
ir committee on Psvchiatrv i Medical Educa- 
has organized and l e fourth and 
Post Graduate Institutes for State Hospitals. 


On the invitation of Dr. W. N. Keller, Super- 
tendent of Western St Hospital, Fort Steila- 
cor Washington, t I rth Regional Post- 
graduate Institute wa nducted at his hospital 
from September 1 to September 13, 1941, inclu- 
sive. This Institute w t est attended to date, 
tl verage medical attendance being 66, and the 
ximum medical attend 94. The following 

S Ss were represented California, Idaho, Min- 
1esota, Montana, Ore Washington, Wyoming, 
1 British Columbia, Canada. At this Institute 
of the allied profess groups were rep- 
sented includ social service workers, nurses, 
partment executives, and the like. The maximum 
attendance of botl th ullied and professional 
groups was 170. The teaching team of the Fort 
Steilacoom Institute was « osed of the following: 


Henrietta M. Adams, 
tion, Harborview Divisi 
ington, Seattle, Washington 

Lecture on Psychiatric Nursing and Adminis- 
tration 

Dr. Henry H 


Director of Nursing Educa- 
University of Wash- 


Dixon, Clinical Professor of Psy- 
chiatry, University of Medical School, 
Portland, Oregon, President, North Pacific So- 
ciety of Neurology and Psychiatry. 

Lectures on Anxiety States. 


Oregon 


Dr. Paul George Flothow, private practice, Seattle, 
Washington. 
Lectures on Neurosurgery. 
Dr. Walter J. Freeman, 
Washington 


Secretary, 


Professor of Neurology, 
Washington, 


Psychia- 


George University, 


Di: 


try and Neurology. 


American Board of 
Lectures on Clinical Neurology. 

Dr. Lydia G 

Life 

York. 


Lectures on 


Giberson, Psychiatrist, Metropolitan 
New York City, New 


Insurance Company, 


Industrial Psychiatry. 
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Dr. Alan Gregg, Director of the Medical Sciences, 
Rockefeller Foundation, New York City New 
York. 

Lectures on Principles and Precepts in Medi- 
cal Education 

Dr. Edward D. Hodemaker, 
Seattle, Washington. 

Lectures on Psychotherapy. 

Dr. Carl D. F. Jensen, private practice, Seattle, 
Washington. 

Lectures on Neuro-ophthalmology. 

Dr. George S. Johnson, Professor of Medicine 
(Neuropsychiatry), Stanford University Hos- 
pital, San Francisco, California. 

Lectures on Psychosomatic Medicine. 

Dr. Wm. N. Keller, Superintendent, Western State 

Hospital, Fort Steilacoom, Washington. 
Lectures on Administrative Psychiatry. 

Dr. Frederick Lemere, private practice, Seattle, 
Washington. 

Lectures on Electroencephalography. 

Dr. William Malamud, Clinical Director, Worces- 
ter, Massachusetts. Professor of Clinical Psy- 
chiatry, Tufts College Medical School. 

Lectures on Clinical Psychiatry. 

Dr. Karl Menninger, Chief of Staff, The Men- 
ninger Clinic, Topeka, Kansas. President, Psy- 
choanalytic Association. 

Lectures on Psychoanalytic Psychiatry. 

Dr. Horace G. Miller, Superintendent, Oregon 
Fairview Home, Salem, Oregon. 

Lectures on Problems of Mental Deficiency. 

Dr. John E. Raaf, Associate Clinical Professor of 
Surgery, University of Oregon Medical School, 
Portland, Oregon. 

Lectures on Neuroroentgenology. 

Dr. Thomas A. C. Rennie, Associate Psychiatrist 
on Medical Staff, Henry Phipps Clinic, Johns 
Hopkins Hospital, Baltimore, Maryland. 

Lectures on Psychobiology, Psychopathology. 

Dr. Hale Shirley, Assistant Professor of Pediatrics 
and Psychiatry, Stanford University Hospital, 
San. Francisco, California. 

Lectures on Child Guidance. 

Dr. Paul I. Yakovlev, Clinical Director, W. E. 

Fernald State School, Waltham, Massachusetts. 
Lectures on Neuroanatomy, Neurophysiology, 
Neuropathology. 

Dr. Franklin G. Ebaugh, Professor of Psychiatry, 
University of Colorado School of Medicine, 
Denver, Colorado. Chairman, Committee on Psy- 
chiatry in Medical Education of The American 
Psychiatric Association. 

Special lectures on Treatment of Paresis; 
Forensic Psychiatry; and Military Psychia- 
try. 


private practice, 


The interest was well-sustained in each Institute 
primarily because the teaching staff made every 


attempt to meet the needs of the audience. The 
teaching of neuroanatomy, neurophysiology and 
neuropathology by Dr. Yakovlev in the Fort 


Steilacoom Institute was particularly outstanding, 
and the high light of the session were the en- 
poyable lectures by Dr. Alan Gregg on Principles 
and Precepts in Medical Education and Trends 


in Medical Education. A synopsis of the work of 
this Institute has been mimeographed and dis- 
tributed to all members of the Council and to 
each physician taking part in the course. 

The appointment of Dr. Charles A. Rymer, as 
executive assistant, was greatly appreciated by the 
chairman since this greatly facilitates the rou- 
tine work of the committee. His association with 
your chairman makes up a team which allows rota- 
tion in managing the Institutes. 

Dr. Karl Neuburger has completed a slide col- 
lection to be available to all state hospital men 
on a rental basis through the Central Registry for 
Neuropathology, following approval by the com- 
mittee as well as the Council at this meeting. These 
slides include the following sections: 


1. Senile Brain 

2. Senile Brain with Argentophil “plaques” 

3. Alzheimer’s Disease 

4. Pick’s Disease 

5. Pertussis Eclampsia 

6. Spongioblastoma of the Medulla 

7. Beginning Demyelination in Recent Anemic 
Softening 

8. Various Early Stages of Anemic Softening 

9. Red Infarct of the Cortex 

10. Recent Sanguineous Apoplexy 

11. Older Sanguineous Apoplexy 

12. Sclerosis of Arterioles 

13. Hypertensive Brain Disease 

14. Recent Cortical Necrosis 

15. Subacute Combined Degeneration, Loyez Stain 

16. Coagulation Necrosis 

17. Old Softenings with 
tion into Cysts 

18. Verrucous Atrophy (Granular Atrophy) 

19. Tuberous Sclerosis, Bodian Stain 

20. Traumatic Softening, Several Days Old 

21. Fat Embolism 


3eginning Transforma- 


22. Thrombosis, Meningeal Veins 
23. Carbon Monoxide Poisoning 

24. Chronic Alcoholism 

25. Acute Purulent Meningitis 

26. General Paresis, After Treatment 
27. General Paresis, Untreated 


28. Metastatic Focal Encephalitis 

29. Brain Abscess 

30. Infantile Syphilitic Meningitis 

31. Perivenous Encephalitis 

32. Epidemic Encephalitis, Substantia Nigra 

33. Syphilitic Endarteritis (Heubner) 

34. Tuberculous Meningitis 

35. Pituitary Adenoma 

36. Chronic Alcoholism with Changes in the 
Mamillary Bodies and Interbrain Nuclei 

37. Multiple Sclerosis 

38. Carbon Monoxide Poisoning 

39. Herniated Intervertebral Disc 

40. Huntington’s Disease 

41. Epilepsy, Hippocampus 

42. Schizophrenia 

43. Schizophrenia, After Insulin Treatment 

44. Tuberous Sclerosis 


Slide 
No. 
{ 
| 
| 
| 


03. 
94. 


PROCEEDINGS OF SOCIETIES | Sept. 


Leukemia 1 Purul Me \ ted with 
Brain of Newborn, Periventricular Germina [yaline Degenerati Arterioles 
tive Layers kenpox | phal 
Traumatic Birth Injury ( t \neurys! tl R t Sylvian 
Microgyria 
Tuberous Sclerosis 8. Acute Meni: E 
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Congenital Hydrocephalus 
Amaurotic Family Idiocy 

Delayed Traumatic Apoplexy 

Metastatic Cancer of the Brain 

Metastatic Melanoma of the Brain 

Associated with Amelanotic Sarcomatous ( ek nection 
Interbrain Tumors st to repre- 
Subdural Hematoma with Organizati ‘ation on the 
Similar Condition as in Slide No. 57, wit nizat strv of Neuro- 
Giant Cell Reaction logy 


Blastomycotic Meningitis 

Old Traumatic Scar in the Cerebral Cortex 
Poliomyelitis 

Syringeomyelia 1. Eye through American Academy of Ophthal- 
Intramedullary Glioma 


ving central 


irs through the Ass ciation of 
Glioblastoma Multiforme, Biopsy 
Pat gists and Bactet gists (1926) 
Neurofibroma, Peripheric Nerve 
i ul rs throug American roiog1i- 
Neurogenic Sarcoma 
Degeneration, Peripheral Nerve, Probably Oral Pathol through the Ameri 
Craniopharyngioma 
Cellular Meningioma Eve Ear N hi through the Ameri- 
Vascular Meningioma \ of Otolaryngology (102¢) 
Meningioma, early Psammoma Bodies Dermal Pathology through the American Acad- 
Neurinoma of the Eighth Nerve er f Dermatology and Svphiology (1036) 
Hydrocephalus 8. General Tumors through t \merican Society 
Toxic Degeneration in the Spinal Cord of a f Clinical P 9 3 
Dog une 1 ¢ t Tun rough American Si 
Amyotrophic Lateral Sclerosis ty of Thor Surgery (194 
Chronic Epidemic Encephalitis, Midbrain 
serve as a great 
Poliomyelitis, healing 
S in state hNos- 
Tabes Dorsalis, Loyez Stain 
; : service as well as an aid in preparing for the 
Predominantly Cytoplasmic Astrocytoma 1} 


Predominantly Fibrillary Astrocytoma 


Maggs titute was organized and made 
ie throug e efforts of Dr. F. A. Carmichael 
ar cei Dr. Jules N els n and other hi spit il executives, 
: : ( rdinated by Dr. Charles A. Rymer; 
Cerebellar Hemangioma (von Hippel-Lin- whereas your chairman represented the Commit- 
dau’s Disease) tee and acted as coordinator in the fourth Insti- 
Amytrophic Lateral Sclerosis tut here was rage medical attendance 
Subacute Toxic Cortical Degeneration of of 60. and mar nedical attendance of 76. 
Questionable Origin In addition to this attendance many other individ- 
Medullobla toma uals of the allied professions attended special lec- 
Various Stages of Early Cortical Necrosis in tures. The enrollment of 76 was represented by 
Arteriosclerosis the following states: Pennsylvania, Illinois, Lowa, 
Hemorrhagic-Necrotic Glioma (Glioblastoma Missouri, Nebraska, Kansas, Oklahoma, Arkansas, 
Multiforme) Tennessee, Michigan 
Acute Brain Changes Following Lightning As in other Institutes, special lectures were held 
Stroke at night for those individuals interested in taking 
“Etat Vermoulu” the American Board of Psychiatry and Neurology. 
Foci of Cortical Devastation S ul rest V displayed in neurology and 
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neuropathology, which was given by Dr. Reese and 
Dr. Weil respectively. Another interesting pro- 
cedure was a round table held with Dr. Hamilton 
during the period he attended the Institute. Several 
state hospital administrators joined in a general 
discussion with Dr. Hamilton relative to problems 
of administration. 

At the present time notes are being assembled 
on the material covered by the various lecturers 
and this will be made available as soon as possible 
to all interested parties. The high light of the 
meeting was the splendid address given at the 
banquet by Dr. J. K. Hall, president of the Ameri- 
can Psychiatric Association. This banquet was 
attended by 65 people. 

The teaching staff was composed of the fol- 
lowing: 


Dr. Anne Benjamin, Chief of the Children’s Ser- 
vice, the Menninger Clinic, Director of the 
Southard School, Topeka, Kansas. 

Lectures on Child Psychiatry and Child Analy 
sis. 

Dr. A. E. Bennett, Assistant Professor, Neuropsy- 
chiatry, University of Nebraska, Omaha, Ne- 
braska. 

Lectures on Neuro-Syphilis, Shock Therapy, 
Electroencephalography and Sound Record- 
ing. 

Dr. Hugh T. Carmichael, Assistant Professor of 
Psychiatry, University of Chicago Medical, Chi- 
cago, Illinois 

Lectures on Dynamics of Human Behavior 
and Psychopathology. 

Dr. Thomas M. French, Associate Director, Insti- 
tute for Psychoanalysis, Chicago, Illinois. 

Lecture on Psychoanalytic Psychiatry. 

Dr. Edward T. Gibson, Private practice, 
City, Missouri. 

Lecture on Compensation Problems. 

Dr. Merton M. Gill, Staff Member, the Menninger 
Clinic, Topeka, Kansas. 

Lecture on Psychosomatic Medicine. 

Dr. Samuel W. Hamilton, Mental Hospital Ad- 
visor, U. S. Public Health Service, .Washing- 
ton, D. C. 

Lectures on Administrative psychiatry. 

Dr. Robert P. Knight, Chief of the Psychotherapy 
Department, the Menninger Clinic, Topeka, Kan- 
sas. 

Lectures on Dynamics of Alcoholism and Mili- 
tary Psychiatry. 

Dr. A. W. McAlester, 
Kansas City, Missouri. 

Lecture on Neuro-Ophthalmology. 

Dr. D. Rapaport, Staff Psychologist, the Men- 
ninger Clinic, Topeka, Kansas. 

Lecture on The Role of The Psychologist in 
Clinical Psychiatry. 

Dr. Hans H. Professor and Chairman of 
the Department of Neuropsychiatry. 
of Wisconsin. 


Kansas 


III, Private Practice, 


Reese, 


University 


Lecture on Clinical Neurology. 


Dr. G. Wilse Robinson, Jr., The Robinson Clinic, 
Kansas City, Missouri. 

Lecture on The Treatment of the Aged. 

Dr. Paul L. Schroeder, Professor of Child Psy- 
chiatry, University of Illinois, Chicago, Illinois. 

Lecture on Child Psychiatry. 

Dr. Gale M. Tice, Assistant Professor of Radi- 
ology, University of Kansas School of Medicine, 
Kansas City, Kansas. 

Lecture on Neuro-Roentgenology. 

Dr. Carl Tillman, Staff Member, the Menninger 
Clinic, Topeka, Kansas. 

Lectures on Industrial and Forensic Psychiatry. 

Dr. H. R. Wahl, Dean, the University of Kansas 
School of Medicine, Kansas City, Kansas. 

Lecture on Psychiatry in Medical Education. 

Dr. T. A. Watters, Associate Professor of Neuro- 
psychiatry, and Senior Visiting Physician at 
Charity Hospital, Tulane Unite, the Tulane Uni- 
versity of Lousiana School of Medicine, New 
Orleans, Louisiana. 

Lectures on Clinical Psychiatry. 

Dr. Arthur Weil, Associate Professor of Neurol- 
ogy, Institute of Neurology, Northwestern Uni- 
versity, Medical School, Chicago Illinois. 

Lectures on Neuroanatomy, Neurophysiology, 
Neuropathology. 

Dr. Charles A. Rymer, Associate Professor of 
Psychiatry, University of Colorado Medical 
School, Assistant Director, Colorado Psycho- 
pathic Hospital, Denver, Colorado. 

Lecture on Rorschach test and interpretation. 


The program of this institute was as follows: 

It is no mere platitude to thank the Council 
and the Executive Committee for their character- 
istic helpfulness and support of our committee in 
allowing us to proceed on our own initiative. Like- 
wise deep gratitude is extended to all members of 
the faculty of the Institutes conducted to date as 
well as for the reception of this work on the part 
of the physicians enrolled. Special thanks are due 
Dr. F. A. Carmichael and Dr. W. N. Keller for 
the excellent arrangements which made these In- 
stitutes possible and who contributed so much to 
their success. It is also pleasing to state that your 
committee anticipates completion of this work in 
accordance with the Rockefeller Foundation ap- 
propriation for six Institutes, two each year, with- 
out a deficit. 

Arrangements are now being made for the or- 
ganization of the sixth Institute, to be held this 
fall at the San Antonio State Hospital, San An- 
tonio, Texas. 

Respectfully submitted, 
FRANKLIN G. Esaucu, M.D., Chairman, 
Joun C. Wuitenorn, M.D., 
3ALDWIN L. Keyes, M. D., 
Harry A. STEcKEL, M. D., 
Titus H. Harris, M.D. 


Sylvian | 
| 
| 


TEACHING SCHEDULE FOR THE FIFTH INSTITUTE ON POSTGRADUATE PSYCHIATRIC EDUCATION. FOR STATE 
HOSPITALS UNDER THE AUSPICES OF THE AMERICAN PSYCHIATRIC ASSOCIATION 
COMMITTEE ON PSYCHIATRY IN MEDICAL EDUCATION pF 194. 
Missouri State Hospital, St. Joseph, Missouri, March 23 to April 4 
First Wee 
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to and autono- and central Pathology of Pathology of Pathology of \vitaminosis Th 
2:30 | mous nervous | nervous sys- degenerative shock treat epidemic er nd its effect Pe 
system. Dr. | tem. Dr. Weil | diseases ment cephalitis 1 | upon the cen- ‘egg 
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2:30 | Psychosomatic | Child psychi- | Child psychi- | D cs of Psychoan [Industrial nies 
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REPORT OF THE MILITARY MOBILIZATION 
COMMITTEE 


There have been no meetings of the committee as 
a whole during this past year but correspondence 
has been had with individual members as well as 
the chairmen of the four subcommittees. Many of 
the activities which would naturally fall to this 
committee have been taken over by the various sub- 
committees of the Committee on Neuropsychiatry 
of the National Research Council which, because 
of its quasi-official status, is in a better position to 
function satisfactorily with the services than is our 
committee. 

The work allocated to the Subcommittee on 
Personnel and Training has been carried on by 
the same subcommittee of the Committee on Neuro- 
psychiatry of the National Research Council so that 
no specific tasks were required of this subcommittee 
but The American Psychiatric Association cooper- 
ated to the extent of making accessible the military 
card index for the use of the National Research 
Council and the Biographical Directory recently 
issued by the Association was also utilized to a 
considerable extent and with much success. The 
lists of psychiatrists are now all rated and are in 
the hands of the Medical Preparedness Committee 
of the American Medical Association and the offices 
of the Surgeons General. 

Numerous letters have reached us from men in 
the service with reference to assignments to psychi- 
atric work. In about fifty per cent of these cases 
we have been successful, through the Surgeon 
General’s Office, in having them assigned to their 
specialty. In the other fifty per cent we failed 
because the men were “frozen” with tactical units 
or with National Guard units and, therefore, could 
not be transferred by the Surgeon General’s Office. 

The Subcommittee on Clinical Psychiatry has 
probably been the most active of all the subcom- 
mittees during the past few months. It has con- 
cerned itself chiefly with the problem of civilian 
morale. outlines for addresses to civilian 
groups were worked out and were made accessible 
to a number of psychiatrists who requested copies 
thereof. The National Headquarters of the Rotary 
Service Clubs were communicated 
with for the purpose of interesting them in bringing 
before their groups some of the problems which 
this subcommittee is attacking and a wholesome 
response was obtained from them. 


Two 


and Kiwanis 


A special meeting of this subcommittee was held 
in Albany on March 8, 1942. Three outlines for 
civilian training have been completed covering the 
subjects of “Anxiety,” “Morale” and “Fatigue.” 
These, together with the two outlines for addresses 
mentioned above, have been, with approval of Coun- 
cil, set up in pamphlet form for widespread distribu- 
tion by the Family Welfare Association of America. 

Dr. Cameron’s subcommittee has also been instru- 
mental in organizing with the Program Committee 
a Round Table on Civilian Mental Health. 

The Subcommittee on Neuroses, under the leader- 
ship of Dr. Sleeper, has completed a survey of the 
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country with reference to the incidence of neuroses, 
the results of which will be presented at the round 
table just mentioned. 

The Subcommittee on Selective Service, under 
the chairmanship of Dr. Sullivan, has kept in touch 
with the situation at National Selective Service 
Headquarters where Dr. Sullivan was in constant 
attendance until October 1941 when there occurred 
a complete reversal of the attitude of the selective 
service group with reference to psychiatric screen- 
ing. More recently this situation has been improved, 
however, and we feel matters are now progressing 
satisfactorily. 

Members of our committee have worked locally 
with draft boards and Dr. Frederick W. Parsons, 
a member of the committee, performed a tremendous 
job in organizing the psychiatrists throughout New 
York State for work with the draft boards, this in 
connection with the New York State Committee 
on Mental Hygiene, a bureau of the State Charities 
Aid Association. We were glad to have a member 
of our committee represented in this very necessary 
activity. 

Through the cooperation of the Program Com- 
mittee, military psychiatry is well represented on 
the schedule of the coming meeting in Boston. 

It must be self-evident to all that, in view of the 
many implications which psychiatry entails, the 
activities of this committee have become increas- 
ingly diverse and broad. 

As prewar military mobilization as such has, to 
all intents and purposes, been completed and many 
quasi-official committees of the National Research 
Council have taken over much of our function, it is 
the consensus of our committee that its discharge 
is now in order. It is suggested, however, that 
new committees, reconstructed as to membership, 
be set up to carry on such war activities as the 
Association might wish to undertake. 

Such a committee might be designated as a Com- 
mittee on War Psychiatry or Committee on War 
Problems, and should undertake the following func- 
tions and objectives: To cooperate in an advisory 
capacity with the Office of Procurement and Assign- 
ment; to keep in touch with mental hospitals to 
determine how they are meeting conditions incident 
to reduction of medical and nursing personnel; to 
occupy itself with civilian mental health; to propose 
to the National Research Council problems in re- 
search which might suggest themselves; to under- 
take a closer working relationship with social 
workers generally, with psychologists, sociologists, 
etc.: to interest itself in the management of re- 
jectees and neuropsychiatric casualties returned to 
the community and, in a broad sense, to function 
as an authorized clearing point for psychiatrists, 
through which questions and needs relating to the 
war situation could be channeled and crystallized. 

In submitting this report I wish to express my 
appreciation for the helpful cooperation which the 
chairmen of the subcommittees and all members of 
the committee as a whole have shown and to 
acknowledge to Council my gratefulness for the 
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privilege of serving for three years as chairman « 
this committee. 


Harry A. STECKEL, M. D., 


Chat 
D. Ewen CAmeEron, M.D., 
Joun P. S. Catucart, M.D., 
SAMUEL W. HAmiI ton, M. D., 
BERNARD T. McGuire, M. D., 
Watter J. Otis, M. D., 
THEOPHILE RAPHAEL, M. D., 
Francis H. M. D., 
Harry Stack SuLtivan, M.D., 
Huco Metra, M.D., 


FREDERICK W. Parsons, M.D. 


REPORT OF THE COMMITTEE ON ETHICS 

Your committee made a written report to the 
Council at the meeting in New York December 20, 
1941. This report is a matter of record and was 
ordered by the Council to be a closed incident. 

Since the meeting of the Council last December 
no official request from the Council for the services 
of the committee has been received. The Medical 
Director of the National Committee for Mental 
Hygiene requested the Chairman to have the com- 
mittee comment on the problem of privileged com- 
munication in connection with the induction 
the Selective Service Board of patients known by 
psychiatrists to be unsuitable for military service. 

The Chairman of the Committee wrote to all 
members, asking for comments and advisory opin- 
ions and promptly received replies. These letters 
are very informative and interesting and are at- 
tached to this report as a part of the report and 
for the files of the Council should 
them be requested or desired. Some members of 
the committee, as well as several other members 
of the Association, have made the suggestion t 
the Chairman that this problem be brought befor: 
the Council as one of possible interest to tl 
Council at this time. 

The Chairman of the committee proposes this 
question to the Council for their consideration if 
they should choose to give it their attention at this 
time. 

The Chairman desires to take this occasion to 
state that all members of your Committee on Ethics 
have given prompt, careful, and commendable at- 
tention to the work of the committee throughout 
the year. 

Respectfully submitted for the committee by the 
Chairman. 


by 


reference to 


JAMEs W. Vernon, M.D., Chairman 
L. Russe Lt, M. D., 
Lioyp H. Zrrecier, M. D., 

Rocer C. Swint, M. D., 

Leo H. BarteMetrr, M.D. 


April 20, 1942. 
DEAR Dr. VERNON: 
Your letter with enclosures came this morning. 
It seems to me that perhaps the problem that is 
placed before us with regard to the psychiatric 
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Ethics.” It is possible that we could get some 
valuable information from him. 
Sincerely yours, 
Liroyp H. ZIEGLER, 
Medical Director. 


April 22, 1942. 
DEAR Dr. VERNON: 

Your letter April 16th with enclosures received. 

I rather agree with the general idea you ex- 
pressed to Dr. Geo. S. 
of April 11th. 

It occurs to me that this problem in a way 
might be met by proper advice to patients and a 
letter given them by the psychiatrist treating them 
or having treated them, stating that they should 
not be inducted into the Service because of their 
ill health. This letter could be presented to the 
local board. 


Stevenson in your letter 


Very sincerely, 
Rocer C. Swint, M. D. 


April 28, 1942. 
DEAR Dr. VERNON: 

I have carefully read over your communication 
of April 16th to which you kindly attached some 
correspondence with Doctor Stevenson of the Na- 
tional Committee for Mental Hygiene. 

To the best of my knowledge, we have never 
had any difficulty here either with respect to dis- 
turbing the patient-physician relationship or not 
doing our best by the Army. I think that most 
of us here in Detroit, who are practicing psychiatry, 
have usually left it up to the patient. Within the 
realm of my own personal experience, the problem 
has been worked out in one of two ways: Either 
the patient has advised the psychiatrist at the 
Induction Station that he is under my care and that 
the psychiatrist may telephone me for information 
or confirmation, or the patient has asked me to 
write a letter to the psychiatrists at the Induction 
Board. I think that if we leave it up to the patient, 
the ethical problem cannot arise. 

With regard to your later letter of April 22nd, 
I am in complete agreement with the thoughts 
that you express and I do not know of any new 
problems which require the attention of our com- 
mittee. 

Cordially, 
Leo H. BARTEMEIER, M.D. 


April 27, 1942. 
DEAR Dr. VERNON: 

In regard to the communication from Dr. Steven- 
ton, Medical Director of the National Committee 
for Mental Hygiene, I agree with you that the 
medical ethics relating to patient-physician rela- 
tions should be adhered to. However, there are 
various ways in which the physician who has as 
patient some one who is not suitable for military 
service could properly take appropriate action. In 
many instances it would probably be possible to 
advise the patient to be very frank with the 
examining board. Something might also be done 
through the relatives. 
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In New York State the names of all draftees 
are submitted to the office of the State Mental 
Hygiene Department in order to determine whether 
the draftee has at any time been a patient in one 
of the mental hospitals in the state. Where there 
is not such a central file it would seem as though 
it would be good practice to submit the names to 
the State Hospitals. In this way quite a number 
of cases have been detected. 

Frequently also the physician has knowledge 
which he has obtained without regard to any 
patient-physician relationship. The condition of the 
person is often pretty widely known in his com- 
munity. Such information might properly be dis- 
creetly conveyed to a member of the examining 
board. It seems to me that confidential information 
obtained by direct relationship of the physician 
with the patient could not properly be divulged 
unless with the consent of the patient, and in some 
instances the patient might be very glad to escape 
being drafted. 

As I am no longer in active practice, I am 
unable to speak from experience and Dr. Steven- 
son’s letter was evidently intended to ascertain what 
the experience had been. 

Yours sincerely, 
L. Russet, M. D. 


REPORT OF THE COMMITTEE ON PuBLic EDUCATION 


This report comes at a time of stress which 
could not have been foreseen even a year ago. 
In the words of Tom Paine, “These are the times 
that try men’s souls.” 

Today we see crumbling many old ideas about 
the part that psychiatry would play in war. We 
have faced the fact realistically, that during the 
unmeasured period which we call “the duration” 
there will probably not be the widespread utiliza- 
tion of psychiatry in just the way we had expected 
during peacetime. 

But there is a vast and uncharted need for 
psychiatry today, far greater than we could have 
known before we were at war. Each of us finds 
himself faced with a tremendous task—the task 
of supporting the morale, not only of the civilian 
population, but of the armed forces. 

Certainly it is “up” to us as psychiatrists, if 
it is “up” to anybody, to deal in morale-making. 
We know from experience that morale is the state 
of mind of the population, which is, in turn, made 
up of the state of mind of each individual, a factor 
with which our profession is intimately concerned. 
Morale is the expression of the human personality— 
good morale is the expression of many healthy 
human personalities. It is our job, as psychiatrists, 
to restore defective and ailing human personalities 
to healthy functioning. So I think we need feel 
no doubt or hesitancy as to our “right” to act as 
morale-instructors. It is more than our right, it 
is our duty. 

This function of psychiatry, we believe is the 
most important contribution which we will be called 
on to make during the war. It is a task which 
we accept with humility and grave seriousness. 
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In this tremendous work of maintaining the 
public morale, the Association has been helping, 
we believe, at least a little. It is helping individually 
by reiterating in all its public utterances the funda- 
mental principles of mental health, which are still 
pertinent in war as in peace, and certainly are the 
more urgent now. It: is helping individually, too, 
by pointing out a fact which the war has brought 
out in countries like England and Russia and even 
in our own—that instead of destroying the mental 
and emotional stability of individuals, war is a 
powerful, unifying and strengthening force. People 
who were self-centered and unable to cope with 
reality in peacetime suddenly, when faced with the 
overwhelming reality of war, have pulled them- 
selves together, and found in self-sacrifice and 
hard work a cure for their mental ills. 

This Association has more than 3000 members ; 
many of whom have been called upon during the 
past year to address all types of organizations ; 
many of whom are members of the Board of Direc- 
tors of civic, public service and charitable organi- 
zations. The Committee has made use of these 
possibilities for widespread infiuence by enlisting 
the members of the Association in spreading the 
information about psychiatric principles which can 
help in our war situation. 

In order to make available to all members of 
the Association a brief, concise statement on the 
same psychological factors in warfare and morale, 
statements have been compiled by this Committee 
based on the able research of the Committee on 
Military Mobilization. These statements have 
served as the basis for many public addresses, 
discussion forums and written articles by members 
of the Association during the past year. The 
Committee has attempted to suggest in these state- 
ments, some of the ideas which experience has 
shown to be fundamental in maintaining morale 
They have dealt with the specific factors, physical 
and mental, which undermine morale. They have 
also pointed out some of the methods used by our 
enemies through cunningly devised propaganda to 
arouse antagonism, inculcate defeatism and divide 
people. 

The aim of such statements has been twofold: 
One—to maintain and build up morale, that im- 
ponderable factor in all wars, the weight of whose 
presence cannot be precisely measured but whose 
absence spells defeat. Two—to combat enemy 
propaganda in two ways, analytically and syntheti- 
cally. The analytical method is the objective anal- 
ysis of propaganda by stripping down to essential 
facts the false information contained and the meth- 
ods used to spread it. It is the goal of the Com- 
mittee that through the collective efforts of this 
Association, the public may be helped to 
serious reflection to all “statements of fact” which 
they may encounter from any source, and that 
they may analyze and weigh all information con- 
cerning the war, before accepting it. The second 
or synthetic method of combating enemy propaganda 
is the exact reverse of the first—it is the deliberate 
construction of a counter-propaganda of our own, 
based on proven facts, and designed to inform the 
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1. The State Representative might act as a key 
man, establishing contact with public or military 
agencies and personnel in his state, with an eye 
to seeing what contribution psychiatry can make; 
keeping the central committee and the Council 
advised of important developments along this line, 
and acting as the person through whom the general 
public education policies of the Association might 
receive impetus in his state. The State Repre- 
sentative would not necessarily perform all these 
functions himself, but could delegate many of them 
to those men in his state who in his seasoned 
judgment could best perform them. 

2. The State Representative might well be an 
authoritative person to whom news and _ public 
information agencies in general might be referred 
for the clarification of questions pertaining to 
psychiatry, psychological warfare, morale and 
kindred subjects. The press and all other public 
information agencies today are being deluged with 
material in which it is difficult to differentiate sense 
from nonsense. This the representative could under- 
take. When the State Representatives are func- 
tioning the central committee plans to notify the 
principal newspapers and public information agen- 
cies that there is an authoritative person repre- 
senting the Association in their own state to whom 
they may turn. It is highly desirable that there 
be in each state a man of poise and judgment 
with a desire to facilitate and not obstruct the 
distribution of pertinent information. This person 
should always keep in mind the necessity of having 
psychiatry interpreted as a science which is sound, 
sensible and prepared to occupy a humble but a 
practical and constructive function in maintaining 
the welfare of the nation. 

3. The State Representative might well bring 
about a liaison between the forces of psychiatry 
in his state and the other medical groups such as 
medical societies, mental hygiene groups, social 
welfare agencies and even lodges and other agencies. 
Through means of his own choosing he might 
facilitate the presentation of information to and 
through such agencies which again, would represent 
psychiatry in its true light and assist in differen- 
tiating between fact and froth. Selecting or assist- 
ing in the selection of sound, sensible speakers 
would be one means. The central committee intends 
to furnish material which will form a basis for 
such addresses and talks, and which will be adapt- 
able according to occasion and need. 

4. The State Representative might well establish 
liaison with the medical journals of various kinds 
published in his state, and cause to be published 
therein material which would be factual and con- 
structive to the understanding of morale, psycho- 
logical warfare and the psychological factors in- 
volved in the present-day crisis. 

5. The State Representative might well cause 
to have sent to the central committee material 
affecting psychiatry or appertaining to our par- 
ticular field of endeavor, for the committee’s files 
and for possible re-digest for broader dissemination. 
The State Representative might be called upon 
from time to time for the development of material 
on specific subjects on which he might be considered 
an authority, such as shell shock in the last war 
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and its counterpart today. This would vary with 
the needs of the moment. 

6. The State Representative might well act as 
an avenue of distribution for releases and other 
material prepared by the central committee and/or 
statements of policy on the part of the Council or 
Officers of the Association for (1) widespread 
dissemination or (2) dissemination only in specified 
states or areas. 

In brief, it is desired that through the State 
Representatives, machinery be established for 
speaking quickly and effectively to the rest of the 
profession and the public in whatever area and 
under whatever circumstances it seems in the in- 
terest of the Association to speak. 

These functions seem extensive, and can be made 
as extensive as time and resources permit. It is 
quite appreciated that this cannot be a full-time 
job with any of us, but at least we can have a 
skeleton organization which has possibilities and 
which can function more efficiently as we profit 
by our mistakes and see the limitations as well as 
the possibilities of such an organization. 

It has been. suggested that the increasingly happy 
relationship existing between the Association and 
the public information agencies might be facilitated 
if this Committee placed itself at the disposal of 
all other committees of the Association, in prefer- 
ence to having a number of groups giving out 
releases. Your Committee would not wish to find 
itself in the position of asking for a monopoly and 
requiring that no committee or officer of the Asso- 
ciation should deal with the press directly. But 
to the extent that the Officers and the Council 
felt that a coordination of news releases of all 
kinds would be facilitated thereby, your Committee 
would be happy to assume such a function. To be 
more direct, if you wish, under ordinary circum- 
stances to have your Committee assume the ex- 
clusive responsibility for press releases, we will 
be glad to bow to your wishes in the matter. 

In regard to the aforementioned pleasant rela- 
tions with all national news agencies which have 
flourished during the past years, we should like 
to point out that the present method of arranging 
our programs at the annual meeting prevents the 
proper notice being given to a great many papers. 
On some days, a great many important papers 
are delivered simultaneously, while on other days, 
a comparative hiatus exists. Of course, we realize 
that the papers are presented primarily for members 
of the Association and press releases are only 
incidental. 

The Committee feels that the year ahead will 
be one of extreme importance to us as psychiatrists. 
Psychiatry received great impetus from the last 
great conflict, and it is only reasonable to assume 
that it will grow even more under the stimulus 
of the present conflict. 

We know that the Association will, as it has 
always done since its beginning nearly 100 years 
ago, contribute its share to the national welfare, 
as individuals and collectively. There seems to be 
no more important function for it now than the 
utilization of its knowledge and experience in the 
strengthening and building of public morale. This 
is not the task of the Committee on Public Educa- 
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tion alone 
Association. 


it is the task of every member of the 
It is a challenge we will accept. 
C. C. BURLINGAME, Chairm 
Howarp R. Masters, M. D., 
NEWDIGATE M. Owenssy, M. D 
Joun Davis Reicuarp, M. D., 
Wittiam C. MENNINGER, M.D 


REPORT OF THE PROGRAM COMMITTEI 

The arranging of the program for the May, 
1942, meeting has been difficult for several 
one being the change of residence of the Chairman 
from New York to California. 

Another has been that the members of 
the Association did not realize the importance of 
putting in their requests to read papers before the 
December Meeting of the Program Committee. In 
January, February, and even in March, l 
letters were received asking to read papers on a 
certain subject. Even after the publication of the 
Preliminary Program Members wrote asking to 
present a paper on a certain subject because this 
subject had not been included in the program. 
The Program Committee is anxious to have t 
best possible program. However, when it meets 
December, it acts upon the requests which have 
been received. Some papers are accepted, others 
are rejected, and a number are kept on the 
tentatively. If a request comes in later to reac 
paper on a subject already covered by several 
papers, it will probably be rejected, even though 
it might be superior to those accepted. 

The interest in the electric shock treatment this 
year was so great, that a Symposium. en Shock 
Therapy was worked out and papers limited to 
ten minutes. In spite of this, many papers on this 
subject had to be rejected. Papers are sometimes 
accepted because they will fit into such a sym- 
posium. Also, it is felt that the program should 
cover a broad range of subjects, hence a paper may 
be accepted if there are no others on the subject. 

The Program Committee feels also that as far 
as possible all sections of the country should be 
represented on the program, and that it should 
not be overloaded by applicants from one locality. 

The committee likewise wishes to encourage 
younger persons to present papers, although this 
attempt brings up many difficult questions. For 
example, “A” has presented a number of papers 
all of which the committee regard as having been 
rather mediocre. He again applies to present a 


reason 
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paper at the next meeting. “B,” a younger and 
unknown person, wishes to present a paper. Be- 
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refuse many applicants. Should a man who has 
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ties? The impression is that some members feel 
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papers. This, the committee believes is not 
justifiable. 
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a difficult one, but the committee hopes to work at 
it further and feels that the arbitrary assignment 
if twenty minutes for all papers is not desirable. 

Another matter often causing confusion is the 
selection of discussants. The Program Committee 
insists on selecting all discussants, but will gladly 
nsider any recommendations submitted by read- 
rs. The reasons for this must be obvious. A few 
nersons might be asked to discuss a large number 
f papers. These papers might even be read simul- 
taneously in different sections so that it would 
be physically impossible for the discussant to be 
present. A reader might wish to have only persons 
friendly to his views discuss his paper. Further- 
more, the committee finds that many times a person 
who has been rejected as a reader can be used as a 
discussant for a paper on a somewhat similar 
topic, thus giving him a chance to appear on the 
program. 

The Program Committee feels that another im- 
portant matter should be brought to the attention 
of the Association. Sections have been formed 
which work out their own programs. A _ report 
has been presented, recommending that each section 
be given independence in preparing its own pro- 
gram. Such a method seems impractical, and com- 
pletely at variance with the established principles of 
the Association. The Association has a Program 
Committee. If sections are independent, who will 
decide how much time each section should have? 
Should a section have a half day or a full day? 
If a section wishes to increase the amount of time 
it needs, who will decide the matter? The Pro- 
scram Committee reports to the Council in Decem- 
ber concerning the tentative plans for the program, 
then keeps in touch with and receives directions 
from the Council. The sections work out their 
own programs without any supervision or direc- 
tion. Why should the sections be independent while 
the Program Committee is governed by the Coun- 
cil, as it should be? Furthermore, such individual 
working out of a program leads to many compli- 
cations. The Program Committee, with rare ex- 
ceptions, has tried to see that members should 
present only one paper at a meeting. However, 
individuals may apply to read papers before the 
sections also, and since they are independent, the 
committee has no knowledge of this. From the 
standpoint of securing proper representation on 
the program, and trying to afford an equal chance 
for all, such a situation is undesirable. There are 
times, of course, when an individual may properly 
present a paper both before a particular section 
and before the general meeting, but this should 
be for exceptional reasons only. The present plan 
allows aggressive individuals to secure an undue 
prominence on the program. 

A second objection is that a paper may be ac- 
cepted both for the general program, and for a 
section program, something which has actually 
occurred in the 1942 Program. A paper was sub- 
mitted to the Program Committee at the December 
meeting and accepted by them. Later a section sent 
out a request to its members to submit any titles 
that they wish to present. This writer sent in 
the title of his paper stating that it had been 
sent to the Program Committee but that it might 


IO 


more properly appear at this particular section 
meeting. The section then, without consulting the 
Program Committee placed the paper on their pro- 
gram, although it had already been accepted for 
the general program. The dual presentation of 
the paper was not discovered until March. For 
these reasons, the Program Committee wishes to 
go on record as definitely opposing the recom- 
mendations of the Sub-Committee on Sections 
that the sections be given independence in working 
out their own programs. In place of this, the 
Program Committee recommends that without any 
increase in its size, one of its members might be 
given specific responsibility for a particular sec- 
tion program. This would enable the committee to 
keep general supervision of the entire program and 
prevent these complications. At all times, the com- 
position of the Program Committee should be such 
that members of the different sections are repre- 
sented in it. 

The Program Committee would also call the 
attention of the Council to the request of the 
Section on Mental Deficiency to have its name 
changed to the Section on Child Psychiatry, a re- 
quest which the Council has refused. In the past 
this section has presented two half day programs, 
one entitled “Section on Mental Deficiency,” and 
one on “Child Psychology.” In 1941, only one 
half day program on Mental Deficiency was pre- 
sented. In 1942, the Section worked out a pro- 
gram for two half days. The Chairman of the 
Program Committee did not realize this and no 
place was assigned for a second section. This was 
not discovered until the Program had been com- 
pletely arranged, so that it became necessary to 
have a fourth section on Thursday afternoon. This 
further illustrates the difficulties which arise, when 
the Program Committee does not have charge of 
the entire program. It also raises the question 
whether a Section on Mental Deficiency should 
arrange a program on any other subject than 
Mental Deficiency. The Program Committee feels 
that this is not a proper procedure, but finds that 
it has no authority to settle the question. These 
matters have been discussed with the officials of 
most of the Sections who agree that the present 
system has important defects and who, in general, 
agree with these conclusions. No personal criti- 
cisms are intended and it should be emphasized that 
all sections were most cooperative whenever any 
mater was taken up with them. 

The war situation has also caused many difficul- 
ties. Several men whose papers had been accepted 
were compelled to withdraw them on this account. 
It is possible that this will cause further trouble 
even at the last moment, because of absence of the 
writers in the army or navy. 

Kart M. Bowman, M.D., Chairman, 
Howarp K. Petry, M. D., 

MALAMup, M. D., 

Mitton H. Erickson, M.D., 

Huco Metta, M.D., 

T. A. Watters, M. D., 

Roscot W. M.D., 

G. Kirpy M. D., 

A. J. Rosanorr, M.D., 

BerNARD T. McGuire, M. D. 
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CORRESPONDENCE 


REPRINTS FOR Rt 
Editor, AMERICAN JOURNAL OF PSYCHIATRY. 

Sir: I have just received a letter dated 
May 25, 1942, from Professor Alexander R. 
Luria, the prominent Russian neuropsy- 
chologist. Professor Luria whose book in 
English The Nature of Human Conflict is 
well known to American readers, and who 
was scheduled to visit this country to deliver 
the Salmon Memorial Lectures, is now in 
the Province of Cheliabinsk in the Ural 
Mountains. He is directing a clinic for the 
rehabilitation of the brain injured in the 
war. He writes that he and his colleagues 
are very much in need of offprints from 
recent original American publications in the 
fields of brain pathology and abnormal psy- 
chology, particularly those dealing with re- 
education and neurosurgery. He would like 
to receive such material of course as early 
as possible. 

The American-Russian Committee for 
Medical Aid to the USSR has kindly offered 
to transmit to Professor Luria literature 
sent to them and designated for him. Their 
address is: 55 West 42d Street, New York 
City. It is also possible to mail directly to: 
Professor A. R. Luria, Neurosurgical Re- 
habilitation Clinic of VIEM, Kisegatch 
Sanatorium, Cheliabinsk Oblast, USSR. 
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are typical and thi American 


scientists who have formerly corresponded 
with Russian colleagues should continue 
sending important offprints that bear in some 


way upon war needs. Indeed, only three 
onths ago the writer received a request 
from the Tbilisi Ins Physiology 


for an Oifprint that 1s neither 


very important 


r remotely related to war 


research. How- 
ever, the situ n has doubtless changed 
since, and correspondents may do well to 
discriminate for the time being in what 
they send 
The U. S. Post Office accepts first-class 
matter and printed material not exceeding 
four pounds and six ounces for mailing to 


the USSR, and where locations of institutes 
and universities have been changed, as many 
have, the Soviet authorities no doubt have 
the information for proper forwarding. 


S. RAZRAN. 


the 
sist 
| del 
Pa 
Ex 
Ch 
mu 
tha 
Ot | 
cht 
in ¢ 
in 
A 
Org 
arn 
| 
our 
out 
ent 
psy 
Colleg Flushing, N. \ f ma 
Co} 
Psy 
psy 
\ 
lor: 
nel 
con 
VE r 
mee 
can 
elec 
dist 
Sot 
con 
|| 


iatrists 
ed this 
od that 
s clinic 
nerican 
ponded 
yntinue 
n some 
three 
request 
siology 
portant 

How- 
‘hanged 
well to 
what 


‘st-class 
ceeding 
iling to 
istitutes 
1s Many 
bt have 
ing. 
ZRAN. 


COMMENT 


A WORD FROM THE PRESIDENT 


The Special Committee on Psychiatry in 
the Armed Forces appointed at the May 
meeting of the Association in Boston, con- 
sisting of Dr. Edward A. Strecker of Phila- 
delphia, President-elect, Dr. Frederick W. 
Parsons of New York, a member of the 
Executive Committee, and the writer, as 
Chairman, has met in New York on three 
occasions and has been in almost daily com- 
munication by telephone or letter. 

Your committee is pleased to announce 
that Dr. Roy D. Halloran, Superintendent 
of the Metropolitan State Hospital in Massa- 
chusetts, has been commissioned a Colonel 
in charge of the Division of Neuropsychiatry 
in the office of the Surgeon-General of the 
\rmy. Colonel Halloran reported for duty 
in August and is rapidly developing sound 
organization plans for psychiatry in the 
armed forces. 

We are all glad to learn that members of 
our Association are serving in Australia and 
in Great Britain, as well as in posts through- 
out this country. These psychiatrists will be 
entrusted with the development of sound 
psychiatric procedure with the expeditionary 
forces. To each of the nine Service Com- 
mands in this country, formerly known as 
Corps Areas, will be assigned an experienced 
psychiatrist in charge of the organization of 
psychiatry within the Corps Area. 

Your committee learns that Colonel Hal- 
loran is having every encouragement and 
help in developing his organization, and your 
committee feels that American psychiatry is 
very fortunate in the appointment of an 


outstanding psychiatrist and an experienced 
administrator. 

Your committee knows that there are some 
rained psychiatrists in the service whose 
training and interest are not being utilized 
in psychiatric lines. At the moment the 
exigencies of an army of already over 
4,000,000 men are great, but we feel assured 
that just as rapidly as possible trained psy- 
chiatrists will be utilized in the psychiatric 
organization. 

As your President, I wish to announce 
that the plans for the 1943 meeting are pro- 
eressing. The meeting is to be held at the 
Hotel Statler in Detroit from May 9g to 13. 

The Executive Committee discussed the 
question of publication of the directory this 
year and decided that in spite of the difficulty 
in obtaining accurate addresses for many 
of the members we would, nevertheless, pub- 
lish the directory and make every attempt 
to have it reach our membership, and give 
as many accurate addresses as possible. 

In addition to this notice in the JOURNAL, 
I am writing to each member of the Asso- 
ciation a personal letter, and am urging that 
as soon as they receive the letter or read this 
notice they will send to Mr. Austin Davies, 
at the office of the Association, 9 Rockefeller 
Plaza, New York City, their present address. 
We know that addresses will change fre- 
quently, but the officers of the Association 
want to keep in as close touch with all the 
membership as is possible. 


ARTHUR H. Ruactes, M. D., President. 


OUR HISPANO-AMERICAN COLLEAGUES 


It was with great pleasure, at the annual 
meeting in Boston this year, that The Ameri- 
can Psychiatric Association welcomed the 
election as corresponding members of six 
distinguished psychiatrists from Mexico and 
South America. Previously our rolls had 
contained the name of but one member from 


south of the Rio Grande—Dr. A. C. Pacheco 
e Silva, professor of psychiatry in the Uni- 
versity of Sao Paulo, Brazil. 

The new corresponding members are: 
Dr. Miguel Ozorio de Almeida, professor in 
the Faculty of Medicine, University of Rio 
de Janeiro; Dr. Honorio F. Delgado, pro- 
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fessor of psychiatry and neuropathology in 
the University of Lima, Peru; Dr. Gonzalo 
R. Lafora, director of the Neuropsychiatric 
Institute in Mexico City; Dr. Samuel 
Ramirez Moreno, professor of psychiatry in 
the School of Medicine, Mexico City; Dr. 
Lopez Rodrigues, professor in the University 
of Minas, Brazil; Dr. Arturo O. Vivado, 
professor of psychiatry in the National Uni- 
versity of Chile at Santiago. 

One of these new members, Dr. Ramirez 
Moreno, attended the meeting in Poston and 
appeared on the program. His paper, “His- 
tory of the First Psychopathic Institution 
on the American Continent,” is included in 
this issue of the JOURNAL. 

Another colleague from Mexico City is 
Dr. Lafora who will be remembered from 
the time, a considerable number of years ago, 
when he was attached to the staff of St. 
Elizabeths Hospital in Washington. Return- 
ing to Spain he became a director of the 
Cajal Institute and professor of psychiatry 
in the University of Madrid. In 1938 he 
migrated to Mexico. 

At our request Dr. Lafora has graciously 
submitted a brief comment on inter-Ameri- 
can relations. Dr. Lafora’s communication 
and the English translation are printed here 


COMENTARIO SOBRE LAS RELACIONES INTER- 
AMERICANAS CULTURALES Y PSIQUIATRICAS 


relack mes cul- 


1 


Cada dia se extienden mas las 
turales interamericanas bajo los auspicios de | 
“politica del buen vecino” del Presidente Franklin 
D. Roosevelt. Gracias a la forma noble en que esta 
nueva orientacion politica trata a las 
latino-americanas, esta desvaneciéndose el hist6rico 
resentimiento de México respecto de Jos Estados 
Unidos. Este es un hecho que han observado todos 
los europeos que viven hace pocos afios en México. 

En las nuevas relaciones culturales entre los 
Estados Unidos y México merecen comentarse dos 
importantes acontecimientos. El primero fué la 
apertura en Junio ultimo de la excelente Biblioteca 
de Benjamin Franklin en la Ciudad de México, 
donde se han dado una serie de interesantes con 
ferencias. El otro es la creacion del Instituto d 
Relaciones culturales Americo-Mexicanas, cuyo 
Secre‘ario es el americano J. M. Zilboorg. La 
junta de fundadores incluye representantes de los 
intelectuales y profesores mexicanos, americanos j 
espafioles: Alfonso Reyes, H. M. Lydenberg, 
Director de la Biblioteca Benjamin Franklin, C. H. 
Stevens, José Gaos, P. V. Murray, S. Ramos, 
E. O’Gorman, P. Martinez del Rio, E. Villasefior, 
J. Jimenez Rueda y otros muchos. Este Instituto 
intenta organizar un amplio servicio de informacion 
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sobre las actividades de instituciones y personali- 
dades interesadas en la obra de union espiritual de 
ambas Américas mediante el intercambio de maes- 
tros y estudiantes, publicaciones y otras actividades. 

En el campo de las interrelaciones psiquiatricas 
americanas merecen comentarse otros hechos re- 
cientes. En primer lugar la Asociacion Psiquiatrica 
\mericana en su reunién anual del ultimo Mayo 
en Boston eligid seis miembros correspondientes 
que viven en las naciones latino-americanas. Estos 
fueron: Dr. Ramirez Moreno y Dr. G. R. Lafora 
(Madrid) de México, Dr. M. Ozorio de Almeida y 
Dr. Lopez Rodriguez de Brazil, Dr. H. F. Delgado 
de Pert, Dr. A. O. Vivado de Chile. Previamente 
solo el Dr. A. C. Pacheco e Silva (Brazil) era el 
unico miembro correspondiente de América latina. 
Como segundo acontecimiento merece mencionarse 
el futuro Congreso Neuro-Psiquiatrico pan-ameri- 
cano de Buenos Aires en el proéximo Noviembre. 
Bajo la direccion del Profesor Dr. Nerio Rojas 
(Psiquiatria Forense) y con un amplio comité 
organizador, en el que figuran todos los psiquiatras 
argentinos conocidos, el mencionado Congreso discu- 
tira seis importantes temas oficiales: personalidad 
anormal, encefalitis no-supurativas, hambre, enfer- 
medades infecciosas neuropsiquiatricas americanas, 
enfermedades profesionales y psicosis preseniles. 

Los psiquiatras latinos y latino-americanos con- 
fian que todos estos diferentes hechos estan prepa- 
rando una mejor comprensiOn entre todos los 
hombres de ciencia americanos en este critico 
periodo de la ciencia europea. 

Dr. G. R. LAFora. 
México, D. F., Agosto de 1942. 


personalities interested in the work of spiritual 
union of both Americas through teacher and student 
interchange, publications and other activities. 

In the field of psychiatric American inter- 
relations there are other recent features which 
should be mentioned. In the first place, The Ameri- 
can Psychiatric Association at its annual meeting 
last May in Boston elected six corresponding mem- 
bers living in Latin American countries. They 
were: Dr. Ramirez Moreno and Dr. G. R. Lafora 
(Madrid) of Mexico, Dr. M. Ozorio de Almeida 
and Dr. Lopes Rodrigues of Brazil, Dr. H. F. 
Delgado of Peru and Dr. A. O. Vivado of Chile. 
Previously Dr. A. C. Pacheco e Silva (Brazil) 
was the only Latin-American corresponding mem- 
ber. As second event, attention should be called to 
the Neuro-Psychiatric Pan-American Congress in 
3uenos Aires next November. Under the leader- 
ship of Prof. Dr. Nerio Rojas (Forensic Psy- 
chiatry) and with a large organizing committee on 
which all the well-known Argentinian psychiatrists 
are included, the Congress will hold six important 
official symposiums: abnormal personality, non- 
supurative encephalitis, hunger, American neuro- 
psychiatric infectious diseases, professional diseases 
and presenile psychosis. 

The Latin and Latin-American psychiatrists hope 
that all these developments point the way to a 
better understanding between all American scien- 
tists in this critical period of European science. 

Dr. G. R. LAFora. 

México, D. F., VIII ’42. 
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NEWS AND NOTES 


Dr. HALLORAN TO DirEcT PsyCHIATRY IN 
THE’ ARMy.—Appointment of Dr. Roy D. 
Halloran, Superintendent, Metropolitan State 
Hospital, Waltham, Massachusetts, as Chief 
of the Division of Neuropsychiatry of the 
United States Army, with the 
Colonel, has been announced. 


rank of 


Assigned to the Surgeon General's Office, 
Colonel Halloran will coordinate the neuro- 
psychiatric service in the Army both in this 
country and overseas. He assumed his new 
duties on August 17, 1942. 

He was appointed Superintendent of the 
Metropolitan State Hospital in 1933, where 
he has developed post-graduate courses in 
psychiatry and neurology, including a review 
course in military neuropsychiatry. 

Born in Cambridge, Massachusetts, in 
1894, Dr. Halloran received his early educa- 
tion in Brooklyn, New York and his A. B. 
degree, cum laude, from Dartmouth College 
in 1917. He graduated from the College of 
Physicians and Surgeons of Columbia Uni- 
versity in 1920. He served clinical clerkships 
in the State Hospital at Concord, New 
Hampshire, during his summer vacations 
while in Columbia University. 

Following two years of internship at the 
Newark City Hospital, Newark, New Jersey, 
Dr. Halloran returned to Massachusetts as 
a member of the staff of the Boston State 
Hospital where he engaged in research until 
his appointment as assistant to the Commis- 
sioner of the Massachusetts Department of 
Mental Diseases in 1929. He is professor 
of clinical psychiatry at Tufts Medical 
School, Councillor of the Massachusetts 
Medical Society, Fellow of the American 
Medical Association, member of the Ameri- 
can, New England and Massachusetts Hos- 
pital Associations, American Psychiatric As- 
sociation, Massachusetts Psychiatric Asso- 
ciation, New England Society of Psychiatry 
(past president), Massachusetts Occupa- 
tional Therapy Association (past president), 
and is a diplomate of the American Board of 
Psychiatry and Neurology. He organized 
the Child Guidance Clinic in Waltham, Mas- 
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35; has been active in civic 
}elmont Rotary 


Club ; is consultant in several local hospitals. 


MASSACHUSETTS MENTAL HEALTH WEEK. 
tiealth Week—the rst of its kind 

in this country—was held in Boston, Massa- 
s, May 11-14, 1942. The fundamental 


was to bring forcibly to the atten- 
| blic the community 


ti of the general PuDLIC tne 


significance of mental health. It came as a 
climax to an intensive state-wide program 
€ “Me l He It] De fense,”’ which 
had been going on for over one and a half 
years. The Week was very well attended, 
irly when one realizes that it came 
ring the present emé ncy with its many 
il demands upon the public. 
he program was open to the public and 
consisted of two main parts: (1) the Ex- 
, covering about 8,000 square feet, show- 
the various mental health activities now 
going on in Massachusetts under public and 
auspices; (2) Educational Sessions 
mportant n heal opics. 
On Monday evening, 11, was held a 
dinner meeting which was attended bv im- 


officials. 
Honor- 
\ttorney General 
of Massachusetts, who “The Men- 
tal Health Needs of the Citizens of Massa- 
and Dr. Clare nce M. Hincks, 
he National Committee 
for Mental Hygiene (Canada), who spoke 

The War and Mental Hygiene.” Dr. 
Douglas A. Thom, President of the Massa- 
chusetts Society for Mental Hygiene, pre- 
and Dr. Clifton T. Perkins, State 
Commissioner of Mental Health, officially 
approved the program. 

The last two days of Mental Health Week 
with the days of the 
annual meeting of the American Association 
One of the main 
features of these two psychiatric programs 
was the joint open public meeting Thursday 


portant civic, state and military 


his meeting was addressed by the 
able Robert T. Bushnell, 
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evening, May 14. It is of interest to note 
that Mental Health Week took place one 
week previous to the annual meeting of The 
\merican Psychiatric Association. 

The Mental Health Week 
were the Massachusetts Department of Men- 
tal Health and the Massachusetts Society 
for Mental Hygiene in cooperation with 
thirty state-wide civic, health and _ social 
agencies. 


sponsors of 


PITTSBURGH’s NEw Psycuiatric Hospt- 
TAL.—The new Western State Psychiatric 
Hospital at Pittsburgh, Pennsylvania, will 
be opened soon. Dr. Grosvenor B. Pearson, 
formerly of the Massachusetts state service, 
has been appointed the director, and a staff 
and other personnel are gradually being 
selected. 

The eighteen-story hospital with a bed 
capacity of 250 was built by the Common- 
wealth of Pennsylvania on a part of the 
University of Pittsburgh campus donated 
for that purpose. The hospital will be main- 
tained by the Pennsylvania Department of 
Welfare. It is a unit of the medical centre 
of the University of Pittsburgh. Eight floors 
are set aside for psychiatric wards, two of 
these being for children. 

Facilities for all types of modern study 
and treatment of psychiatric patients will 
be available. The scope of this hospital will 
be greatly extended by reciprocal relations 
with the other units of the medical centre. 
The primary objectives of the hospital will 
be research and educational training. Em- 
phasis will be on the psychiatric instruction 
of medical students, also of graduates, in- 
cluding staff members of the various state 
owned mental hospitals who will from time 
to time be assigned for further training. 
Included among the facilities are an audi- 
torium seating about 350; conference and 
class rooms on every patient floor ; extensive 
laboratories with a number for special proj- 
ects; a well equipped operating suite ; X-ray 
department; dental department, etc. Space 
has been provided for a large out-patient 
department. 

The hospital has all the required service 
departments making it a completely inde- 
pendent unit. A nurses’ home is planned 
but has not yet been constructed. 
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Appointments to the professional staffs 
are being made. Applicants should have 
special interest in their fields; for the more 
advanced positions, previous experience will 
be necessary. Pennsylvania registration in 
medicine and nursing or sufficient qualifica- 
tions for registration are necessary. Ap- 
pointments are open to both men and women. 

Applications should be addressed to Dr. 
Grosvenor B. Pearson, Director, Western 
State Psychiatric Hospital, O’Hara and 
DeSoto Streets, Pittsburgh, Pennsylvania. 


Dr. ELKIND ENTERS MILITARY SERVICE. 
The Massachusetts Society for Mental Hy- 
giene announces the resignation of its Medi- 
cal Director, Dr. Henry B. Elkind, effective 
August 12 when he entered active service 
as Major in the Medical Corps of the United 
States Army. 

Dr. Elkind has served as Medical Direc- 
tor of the Society since 1925 and his able 
administration has brought recognition of 
the Society’s leadership in the field of men- 
tal hygiene education not only in Massa- 
chusetts but throughout the nation. During 
his directorship, which has been character- 
ized by resourcefulness, vision and energy, 
he did much to extend the application of 
mental hygiene principles to many other im- 
portant fields of community life than that of 
child care, notably to industry, social work, 
and public school education and_ teacher 
training. One particular field in which he 
has achieved special success is that of the 
application of statistics to the study of men- 
tal disease and he is recognized as one of 
the foremost leaders in the country in the 
epidemiology of mental disease. 

Under Dr. Elkind’s direction the Massa- 
chusetts Society for Mental Hygiene has 
adapted its program to meet wartime needs 
and he leaves it in a strong position to con- 
tinue its contribution to the welfare of the 
community under the changed and difficult 
conditions of today. 


SYPHILIS AND NEUROSYPHILIS IN HAWAII. 
Dr. Richard D. Kepner, writing in the 
Hawaii Medical Journal (Nov. 1941) re- 


views this subject on the basis of experience 
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in the Territorial Hospital for Mental Dis 
orders at Kaneohe, Oahu, during the period 
1923-1940. 

Total admissions, all types, increased from 
133 in 1923 to 297 in 1940. Of the total first 
admissions during this period (3253), the 
percentage with syphilis (all) forms) was 
17.9. This ratio has shown an irregular but 
conspicuous decline from 34.6 in 1923 to 
13.3 in 1940. There is also a relative down- 
ward trend in the number of syphilitics with 
central nervous system involvement. 
the figures of the Territorial Hospital the 
author concludes that “the 
Korean have, for reasons unknown, devel- 


From 
Filipino and 


oped less neurosyphilis than other races.” 

Fever therapy has been the treatment of 
choice, and since malaria is not available in 
the Territory, the author has used intra- 
venous typhoid shock (Nelson) and the in- 
ductotherm, combined with chemotherapy 
in both methods. He obtained the best re 
sults with typhoid shock; drug treatment 
alone gave the poorest results. 


NATIONAL FOUNDATION FOR INFANTILE 
ParaALysis, INc.—The president of the 
loundation, Basil O’Connor, has announced 
four additional grants totaling $20,220.00 to 
provide scholarships and training in physical 
therapy—a field very important in the care 
of infantile paralysis. The awards include : 

D. T. Watson School of Physiotherapy, Leets- 
dale, Pennsylvania, $4,500.00; The American 
Physiotherapy Association, Stanford University, 
California, $5,000.00; School of Health, Stanford 


University, California, $6,920.00; Northwestern 
University Medical School, Chicago, Illinois, 
$3,800.00. 


Since last May, the National Foundation 
for Infantile Paralysis has awarded grants 
totaling $347,564.25 to carry on its research 
and educational programs. The Foundation 
also provides medical, nursing and hospital 
care and orthopedic appliances for needy vic- 
tims of the disease through its more than 
2,400 Chapters. 

The funds which make possible the Foun- 
dation’s programs are raised annually dur- 
ing the various celebrations of the Presi- 
dent’s birthday. 
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( spoke on “N s Conditions As- 


sociated with Warfare.” Dr. Kennedy drew 


\ War I to bring 
( langer of using 
similat shox which gave 
soldie1 Of acquiesce in the 


symptoms and make a separate peace. He 
showed the conflict between the instinct of 
lf-preservation and the herd instinct which 
must be successfully developed in order to 
Factual infor- 
ition must be imparted to our soldiers, 
as well as to our civilians; they must under- 
tand inst whom they 
re fighting. We must all learn to use our 
dogs. We 

must learn to fight with spiritual strength, 
for ly thing that distinguishes a man 
from animals is his spirit, 


not thin lil 
alld LOL IX Ke 


which he must 


get by knowledge. People must also have 
the sense of being one 


o with their group. 

Dr. Lydia Giberson spoke on “Nervous 
Conditions Occurring in War Industry.” 
She stressed the added burdens of long 
housing, separation of 
families, superimposed on the many strains 
and stresses which occur in industry undef 
normal conditions. 


] 
hours, imadequate 


In the discussion at the close of the meet- 
ing Dr. David M. Levy and Mr. Austin 
Fisher described some of the steps being 
taken to meet these problems; for example, 
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Dr. Levy spoke of an attempt to reach key 
persons in various plants and through recog- 
nition of individual problems resolve some 
of the conflict 

Dr. 
Civilian Population in Wartime.” He said 


wen Cameron spoke on “The 


that there is little or no increase in the 
major types of deterioration in behavior; a 
the support of well integrated 
eroups, having something to do and the 


high morale, 


means to accomplish it, are the surest meth- 
ods of controlling the psychoneuroses. He 
described conditions in Britain, where the 
steps which had to be taken to organize 
civilian defense contributed of themselves to 
the improvement of morale and prevention 
of breakdowns. The potentialities of the use 
of the term “siren stomach” which bade well 
to be a rival of “shell shock” in the last war 
were realized and it was dropped before it 
could become widely known. 

Dr. Cameron pointed out the difficulties 
arising in boom town areas, due to over- 
crowding, the breakdown in family stability 
as a result of 


OT 


increased income, the danger 
increase in juvenile delinquency, also 
the necessity of careful choice in types for 
group leadership in the communal living 
which became necessary in bombed areas. 
Much is being done throughout this country 
by individuals, groups and associations not 
only for safeguarding civilian mental health 
but for increasing it, raising efficiency, de- 
veloping initiative and enterprise, displacing 
the defensive protective attitude in favor of 
the aggressive assertive spirit which is es- 
sential to high morale. A continuous survey 
on countryside and regional basis, with Fed- 
eral cooperation, might be set about to obtain 
information regarding shifts in security, in 
apathy and damage done by psychological 
warfare. There should also be a prior work- 
ing out of the probable effects of large shifts 
in social functioning. We can take courage 
from the fact that in these testing days 
everywhere there are men who are already 
at work trying to evolve better designs for 
living. 

Dr. David Abrahemsen, a Norwegian psy- 
chiatrist who had fought during the battle 
of Norway, was the first to arise for dis- 
cussion. He told how the Norwegians are 
still fighting, without arms, without food, 
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but with an unconquerable spirit which 
makes it necessary for the Nazis to keep 
100,000 soldiers there. While he could tell 
of no new neurosis he did think that this 
war had brought a new disease to many 
countries, namely defeatism and appease- 
ment. He felt we were not sufficiently aware 
of this peculiar condition. Since 1933 there 
had been people in Norway who had de- 
tached themselves from the whole European 
situation, who felt it was none of their busi- 
ness, and these were the very people who 
after Hitler came to power showed them- 
selves to be the Quislings. From his own 
experience he knew 50 people at least of 
this type. He felt psychiatrists could be 
helpful in pointing out this situation. 

Dr. William Eliasberg took exception to 
“psychiatrizing” our enemies. It gave us a 
dangerous feeling of security. Hitler may 
have been maladjusted, but unfortunately he 
adjusted the world to himself. Rapidity of 
change, either for better or worse may cause 
an increase of juvenile delinquency. 

Dr. John A. Millett posed the question— 
how we can make up for lack of immediacy 
of experience and stressed the need of using 
the power of imagination as stimulated by 
visual education. 

Dr. Oljenick, formerly of Amsterdam, 
Holland, stressed the need of educating our 
soldiers instead of entertaining them; also 
the need of taking to heart the lessons about 
fifth columnists learned from the occupied 
countries of Europe. 


OnE Day 
sensational 


CurE For Sypuitis.—The 
medical journalists continue 
to ply their trade. Most conspicuous of re- 
cent indiscretions is Paul de Kruif’s article 
on “A One Day Cure for Syphilis” which 
appears in the September issue of the 
Reader's Digest. The item might be dis- 
missed as merely another of those unfor- 
tunate slips to which popularizers of science 
are liable, if its effects were not so far- 
reaching. The Journal of the American 
Medical Association (Sept. 5, 1942) devotes 
an editorial to the subject, taking Mr. de 
Kruif severely to task for the unwarranted 
inferences to which he has given publicity. 
The J.A.M.A. points out that the investi- 
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gators who originally reported this “cure,” 30 pathology and neuropathology 
referred to it as “strictly experimental,” r« the University of ( rado Medical 
quiring “further diligent inquiry” and “long listin the material is shown 
term controlled experiments.” It is the old t on psychiatry 
story of premature announcement of thera | ; published as 
peutic experiments which may or may not | lit innual meet- 
stand the test of time. The popularizer does t issue of the JOURNAL 
no service to science or to the research Ww ead Is rel red. It is 
worker and least of all to the public in giving lt ld les with special 
currency to conclusions which the investi- d from 
gator himself would not draw and which the — | time. Dr. Neubuerger has completed 
present status of his work does not warrant. Habus which will lil be available to 
The Journal adds that it has been “deluged This syllabus 
with letters from physicians indicating that excery with ‘photo- 
the article [by de Kruif] already is doin rapl each sli \ small fee will 
great harm in creating dissatisfaction among rged for the loan collection 
persons with syphilis as to time that may r breal nd ret 1. Members of 
be required to bring about cure.” \m Psychiat: \ssociation and 
ial should 


Dr. R. MILLER To DireEcr THI 1 Washi: 
PsyCHOPATHIC HospiTaL, STATE UNIVER 
sity OF Iowa.—Announcement has been 


made that Dr. Wilbur R. Miller, associate ee KLopp 
professor of psychiatry at the College of ., Henry I. Klopp. Suverintendent of 
Medicine, Psychopathic Hospital, State Uni- since te. 
versity of lowa, has been elevated to the ror2. has retired r thirty years 
position of professor and head of the De- hie 
artme Psychiatry < at institution 
partment of Psychi itry at that institu ion. of the inatitution 
[his appointment fills the post left by Dr. Jacked of the pro- 
Andrew H. Woods who retired in July of 

sive hospitals il field. It 
1941, a vacancy which Dr. Miller has oc- ' ; 


cupied as acting head since that time. Dr. 


ber of followers 
Miller is a Yale graduate in medicine. He 


that time Dr. Klopp been 

has had neurological and psychiatric experi- 
ITS OT merica S\V- 

ence at the Henry Phipps Clinic, the 
ASS atiOn, Servi! On Committees 

Worcester State Hospital and Queen’s 
Councilol rie has been active in 


Square, as well as at the lowa Psychopathic 


ind Lug the faculty of the Hahne- 
School of Philadelphia. On 
NEUROPATHOLOGY LOAN SLIDE COLLE« vening of June 22 a large group of 
TIon.—Dr. Franklin G. Ebaugh, Chairman lellow citizens gave him a testimonial 
of the Committee on Psychiatry in Medical dinner \ll Those of the Associa- 
Education announces the completion of the tion who ki Dr. Klopp realize that 
loan slide collection in neuropathology at the although retired he will still be active, and 
Army Medical Museum. This work was _ his friends wish for him many years of con- 
made possible through the Rockefeller Foun- | usefulness. 
dation appropriation to The American Psy- 
chiatric Association and its committee on 
psychiatry in medical education. The slide Dr. S. B. Wortis Gores to BELLEVUE.— 
collection was completed by Dr. Karl T. The post of director of the psychiatric di- 


Neubuerger, neuropathologist of the Colo- vision of Be 


levue Hospital, New York City. 
rado Psychopathic Hospital and assistant left vacant 
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of Dr. Karl M. Bowman, has been filled by 
the appointment of Dr. S. Bernard Wortis, 
who assumes the duties 


of his new position 
1942. 

The procedure of this appointment repre- 
sents a departure which should insure to the 
lirector the authority and freedom of action 

Under an 
agreement between the city and New York 
University the College of Medicine made the 
initial recommendation to the executive board 
f Bellevue Hospital which transmitted the 
nomination to the Department of Hospitals. 
| Mayor F. H. 
La Guardia who authorized announcement 
of Dr. Wortis’ appointment. 

The position is a dual one and Dr. Wortis 
ecomes at the same time the Littauer pro- 
fessor of psychiatry at N. Y. U. College of 
Lucius N. Littauer, 
New York, 
with nearly 
Dr. Wortis is the first Littauer 
| d by the terms of the agreement 
above referred to he will receive a salary 
only from the College of Medicine. 


indispensable in such a position. 


t was passed finally to 


Medicine. Last year 
former Representative of 
endowed this professorship 
$250,000, 


professor, an 


Dr. Wortis was born thirty-eight years ago 
in Brooklyn, N. Y. He is a graduate in arts 
from New York University and in medicine 
from Cornell University Medical College. 
After an internship at Bellevue he served 
on the staff of the Phipps Psychiatric Clinic 
at Johns Hopkins University School of 
Medicine. Returning to New York in 1931 
he became a member of the faculty of 
N. Y. U. College of Medicine and of the 
staff of the psychiatric division of Bellevue 
Hospital as well as those of the New York 
Neurological Institute and several other hos- 
pitals in the city. 

New York University, Bellevue Hospital 
and the City of New York are to be con- 
gratulated upon this appointment and upon 
the manner in which it was effected. 


Dr. Emitio Mira to DELIVER SALMON 
LecTtuRES.—The Salmon Committee on Psy- 
chiatry and Mental Hygiene of the New 
York Academy of Medicine has named Dr. 
Emilio Mira, professor of psychiatry at the 
University of Buenos Aires, Argentina, and 
formerly full professor of psychiatry at the 
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University of Barcelona, Spain, as the Sal- 
mon Lecturer for 1942. 

The lectures will be held on three succes- 
sive Friday evenings, November 6, 13 and 
20, in the New York Academy of Medicine 
Building, 2 East 103rd Street, New York 
City. Members of the medical profession 
and their friends are invited to attend. 

Selection for the Salmon Lectureship is 
made from among the leading psychiatrists 
and neurologists throughout the world who 
have made the greatest contribution to their 
particular field of science during the preced- 
ing year and is likened to receiving the 
Pulitzer Prize in letters. 

Dr. Mira who was director of the Neuro- 
Psychiatric Services of the Loyalist Forces 
luring the Spanish Civil War from 1936 
to 1939 and has studied and taught in Ger- 
many, Switzerland and England, 
has entitled his lectures “Psychiatry at War.” 
In his first lecture on November 6 he will 
d psychopathology of fear and 
anger reactions in wartime. His second lec- 
ture will deal with the duties of the psy- 
chiatrist in wartime and his own personal 
experiences in the Spanish War. In his 
third 


France, 


iscuss tne 


lecture he will discuss new  tech- 
niques for detecting and controlling “fighting 
power’ in individuals and armies. In this 
lecture Dr. Mira will describe a new psy- 
chological test originated by himself and a 
new apparatus, the ‘“‘axiserometer,” which 
measures the dominant trends in the human 
personality by determining under highly con- 
trolled conditions the individual’s spon- 
This new test has 
already been applied successfully in Eng- 
land and.in Argentina. 


taneous movements. 


From his experience in wartime Germany 
Dr. Mira has gained a wide knowledge of 
the German Army’s organization of psy- 
chological warfare and of the extraordinary 
racial theories of Nazi Germany. He is the 
author of numerous scientific works, includ- 
ing a comprehensive Manual of Psychiatry 
which was written in three months and is 
now used widely in Spain and in South 
America. 

Dr. Mira was educated in Spain, receiving 
his license in medicine from the University 
of Barcelona and his medical degree from 
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the Central University in Madrid. He held 
three full professorships at the University 
of Barcelona—on the faculty of philosophy, 
the faculty of economic and social sciences 
and the faculty of medicine. Dr. Mira was 
the 


Barcelona, 


of a Vocational Institute in 
which guided 


channels the skills of thousands of Spanish 


founder 
into pre <luctive 


NOTICE TO CONTRIBUTORS 

By action of the Association at its May 
meeting, the Committee on Program will, 
in the future, have complete charge of the 
entire scientific program. This means that 
the different sections, the Section on Con- 
vulsive Disorders, the Section on Forensic 
Psychiatry, the Section on Psychoanalysis 
and the Section on Psychopathology of 
Childhood, will not make up their own pro- 
grams independently. 

In order to carry out this procedure, one 
member of the Program Committee has been 
designated as the representative from each 
Section. Dr. William Malamud will be the 
representative for the Section on Forensic 
Psychiatry, Dr. G. Kirby Collier will be the 
representative for the Section on Convulsive 
Disorders, Dr. William C. Menninger will 
be the representative for the Section on Psy- 
choanalysis, and Dr. Oscar Raeder will be 
the representative for the Section on Psycho- 
pathology of Childhood. 

Requests to read papers should be sent to 
some member of the Program Committee 
before December I, 1942. Preferably they 
should be sent to the Chairman, but any 
member of the Committee can pass the 
request on for the meeting of the Program 
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S] | research in psychological tests 

Mau y Hospital in London, pre- 

us to assuming the professorship of psy- 

try in Bue \ire 

rO THE ANNUAL PROGRAM 

( miuttes e la art of December. 

ihe request uld give the t itle of the 

paper, the minimum amount of time neces- 

sary to present the pap r.and a brief abstract 

outlining the material to be presented, but 

necessarily giving the results of the study 

which may be ing on the time and not 

vet be complete The Program Commnuittee 

eet dur the latter part of December, 

s far as possible, the program will be 

ip at t time. If space remains un- 

later requests to read papers will be 

considered, but it is obvious that the pres- 

ence of a similar paper on the program may 

( e the refusal of a paper which would 

have been chosen had it been presented on 

lt ay er is accepted, an abstract of not 

re than 50 words, in the form in which 

it should appear in the program, must be in 

the hands of the Chairman of the Program 
Committee before February I, 1943. 

[he attention of contributors is called to 

the sheet of information and instructions 


which appears as the fin in each issue 
of the JOURNAL. 
Kart M. Bowman, M.D., 
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rogram Committee. 
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BOOK REVIEWS 


PSYCHOLOGICAL EFFECTS OF WAR ON CITIZEN AND 
Sotprer. By R. D. Gillespie, M.D. (New 
York: W. W. Norton & Co. Inc., 1942.) 


This book is upon a series of lectures 
lelivered by Dr. Gillespie under the auspices of 
he Thomas W. Salmon Memorial Fund. In the 
foreword the writer pays tribute to Dr. Salmon 
is follows: “He was responsible for advising the 
United States government on the organization of 
psychological services in the Army. His papers 
n this topic are still cogent and what he said 
and wrote then can be used as a sound foundation 
for similar work in the necessity of today. There 
is a tendency for the lessons of previous times 
to be forgotten, but an appraisal of Colonel Salmon’s 
writings can go far 


based 


to forestall this ancient error.” 

Chapter I is historical in nature and traces the 
several evolutionary stages through which the con- 
cepts of the psychoneuroses have passed over a 
period of many Both physiological and 
psychological discussed at adequate 
length. 


years. 
theories are 


As war tends to produce the emotion of fright 

suggests “that fright neuroses should 

be called associative neuroses rather than classified 
as psychoneurotic reactions.” 

The second chapter deals with constitutional 
factors in psychoneuroses, the opening paragraph 
of which expresses the situation in such an erudite 
and succinct fashion that I feel it should be 
quoted verbatim. “Psychoneuroses are in the ulti- 
mate analysis social disorders of individuals. They 
are symptomatic of a disturbance of social relation- 
ships mentally ‘introjected.’ These disturbed intra- 
psychic relationships may be either in regard to 
other persons or to oneself. They represent, in 
Adolf Meyer’s phrase, ‘the interplay of personality 
functions and life experiences.’ Their social origin 
is the fundamental characteristic of the various 
syndromes to which the term is applied. In other 
words, the essential pathology of psychoneurotic 
reactions is a social psychopathology ; and it is espe- 
cially through the study of psychoneurotic reac- 
tions that psychiatry becomes a social science.” 

Chapter 3 is devoted to a discussion of social 
factors in the etiology of neurosis. Shortcomings 
in family life are especially stressed as causative 
factors although marital, economic, occupational 
and social opportunities are also mentioned. 

The effect on civilians of bombing is treated in 
the fourth chapter. Immediate reactions found in 
England for purposes of discussion were divided 
into three main groups as follows: acute panic, 
immobility or passive reaction and direct bodily 
manffestations of fear. These the writer did not 
feel were of great import. On the other hand the 
remote reactions seemed to be of a more serious 
nature and required prolonged treatment. In speak- 
ing of these reactions Dr. Gillespie says, “These 


the author 


may be perpetuations of symptoms developed at 
the time of the original experience, or more usually 
they may develop after a latent period of 
rumination.” 

A number of pages are devoted to the matter of 
reactions of both adults and children who have 
been evacuated to reception areas. While individual 
“instances of unhappiness, of discontent in the new 
surroundings, a sense of loneliness, of missing the 
family things, the shop and the local pub” were 
noted, these did not constitute a major problem 
and in children the number of neurotic cases has 
imcreased but slightly. 

The chapter on the psychoneuroses in the fighting 
forces is of especial interest at this time. The 
author considers the subject under three main 
headings: “The constitutional predisposition; en- 
vironmental stress ; and the inner psychological fac- 
tors, of which the wish to escape is usually the 
preponderant although by no means the only one.” 
Personality traits as well as physical characteristics 
are given consideration under predisposing factors. 

Regarding environmental stress the author empha- 
sizes the matter of aptitude for specific jobs in the 
armed forces and draws attention to the high inci- 
dence of headaches and similar symptoms in those 
who are being trained for work for which their 
general education does not fit them. He suggests 
the use of intelligence and vocational tests to elimi- 
nate a considerable proportion of this type of 
difficulty. 

Psychopathic personalities, dependent types, and 
hysterical reactions are discussed while such psycho- 
somatic illnesses as dyspepsia, D.A.H. or effort 
syndrome, “rheumatism,” “associated anxiety syn- 
drome,” fatigue, exhaustion, amnesia and traumatic 
neuroses are given ample consideration. 

Several pages on treatment close this fifth chap- 
ter. The author again stresses prevention by elimi- 
nation of predisposed individuals. Acute reactions 
according to Dr. Gillespie respond well to con- 
tinuous narcosis with nembutal or sodium amytal. 

Success of treatment of the chronic stages of 
war neuroses depends to a great extent on how 
far fatigue and trying experiences have played a 
part and how far the condition is to be ascribed to 
internal factors. In his discussion of individual 
and national morale in chapter 6 the author sounds 
a most optimistic note. 

He feels that our expectations of psychoneurotic 
breakdown based upon the experiences of all armies 
in the last war have not been fulfilled in this one, 
at least in the ordinary citizen who has been most 
frequently and consistently exposed to danger. His 
explanation for this is interesting. He says, “A 
citizen is free, a soldier is under obedience; the 
civilian is responsible to his own conscience, the 
soldier to a superior officer; nor is it a justifiable 
assumption from the last war that the latter is a 
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superior kind of discipline. Officers, it will I \t the tir { first appearance 
remembered, were more apt to develop psycho deal largely 
neurotic anxiety; and other ranks, hysterical reac Vher ved in the light 
tions. It is already apparent from our observations { { te that the 
that hysterical reactions are associated with a lower ! bservations, 

iti ward Soviet 


kind of social conscience, and with a more pri 


variety of responses than anxiety reactions. In t t the present 
other words, the greater the individual responsi : h literature 
bility, the less likelihood of resort to primitiy ] te u tandable that this 
at least socially inadequate reactions.” it the pages of 
The final chapter speculates in a_ philosophical n quarrel 
manner on human relationships in the post-w titl no indication 
world. The author intimates that psychiatrists I But this may 
should make it their business to assist in bringi 
about helpful modifications in social relationshiy 1 in the same 
in our communities. . but it 
\gain he points out the significant part whicl | writt uthor probably reveals 
family life plays in happy human adjustments ig this book wher 
Moreover he suggests a need for a revision of our I . W onder- 
educational systems and ideals in the followit Midas touched, 
concise statement: “But, above all, education should is discussed by a 
aim at character building, and character building, 
if the evidence of psychotherapy is to be believed ' M. D., 
should concern itself at least as much with tl n Francisco, Cal. 
structure of the ego as with the nature of tl 


instinctive impulses.” 
An ample bibliography indicates the wide scoj 

of the book’s content and the careful manner in 

which the material was collected. Case material 

illustrating points emphasized is freely distributed 

throughout the volume. Juvenile 


This reviewer feels that Dr. Gillespie has n salt an ae 

a valuable contribution to psychiatry in pres 
I ( 1u Sts 


this excellent material at this time. He speaks 
with authority and from first-hand observatio 
and covers the subject so completely and comp: 


hensively that one wishes it might reach the pur 


n given in 
\ t was a cepted by 


has violated 


r regulation 
view of every medical officer in our armed forces 
and be carefully studied by psychiatrists‘in civilian 
1S- 


Harry A. Stecxet, M.D., 
Syracuse Psychopathic Hospital, 


Syracuse, N. Y. 

Lu 1 the problem 

PsycHoraMaA. By A. A. Roback. (Cambridge, ' | r cases from 
Mass.: Sci-Art Publishers, 1942.) N York Children’s Court. and organized an 
When the author said in his preface that the “™ ent | sed on the hypothesis “that a boy 
book is a pot-pourri, that it is uneven, and that ' lly unaccept- 
some of it can be taken with a grain of salt, he ‘ 
spoke the truth. Instead of disarming with this » nd/or intelectual needs in 
display of masochism he merely convinces the € areas Of vior. 10 test this, 
reader that he has the capacity to arrive at erudite I consisting 
opinions on his own power. f forty delinquent | : lected. One of 
As to the title, the coined word “psychorama” ‘|! Ips was used as a trol. The individual 
may be a happy one from the publisher’s point of | members ot 1 rimental group were studied 
view but it certainly does not carry through any tw period, as to t motional, physical 


idea that should particularly arrest the attention tellectual ls and their possible satisfactory 
of those interested in psychiatry or psychology. { 
The coined word probably is a condensation of of tl nt perimental group 


panorama and psyche—the latter suggesting that ly d rged fro: urt supervision, 
the author used his mind while observing the twenty-t the forty in the control 
panorama. were also discharged. 7 ndividuals in the 


For the most part the book consists of article: | group were not rded special therapeutic 
which have been written by the author for various { in i 
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Numerous examples of individual problems are 
presented and case histories and procedures are 
given, some in detail, others in brief outlines. The 
number of cases studied is not significant statisti- 
cally but a technic is described here in detail, that 
can be used to advantage in therapy to give the 
child practical aid to adjust in an environment 
which resists any modification. The text is interest- 
ingly composed, and the material presented in a 
way to render it useful to all workers and students 
in this special field of human behavior. The litera- 

ture related to the experiment is included. 

Notan D. C. Lewis, M. D., 
New York State Psychiatric 

Institute and Hospital, 

New York, N. Y. 


THe Marcu or Mepictne. Number VI, of The 
New York Academy of Medicine Lectures to 
the Laity. (New York: Columbia University 
Press, 1941.) 


Medical scientists have not yet made up their 
minds whether the laity should or should not be 
medically educated. This indecision rests perhaps 
not so much on that question itself but upon the 
means of doing it. The attempts of the many to 
popularize the new advances of medicine and the 
understanding of disease lead the unwary, both in 
the medical profession and outside of it, into many 
unexpected pitfalls. It is found that either the 
public completely misses the point or else exploits 
the excitements and thrills of new knowledge and 
rambles off with great enthusiasm into tangential 
speculations of the most astounding variety. With- 
out the benefit of a knowledge of the fundamentals 
this is bound to be the case. No matter with what 
care the presentation is made the context of human 
psychobiology is missing, so far as the layman 
is concerned, and he soon finds himself swimming 
aimlessly around in an unfamiliar medium grasping 
at all sorts of straw-knowledge quite inadequate 
to keep his head above water. Unfortunately many 
physicians feel themselves in the same predicament. 
Fortunate are they who know it! Those who 
practice grocery-store medicine can never be privi- 
leged to glimpse the broad expanse and intricate 
scenery of human nature. 

I have not read the volumes of previous years’ 
lectures so cannot compare the present set with 
others. By the choice of subjects and the lectures, 
the committee must have sensed the need of going 
further and further back towards first principles 
for an understanding of organic and functional 
human organization and its nature. “The Promise 
of Endocrinology” by Riddle, and “What We Do 
Know about Cancer” by Francis Carter Wood, 
are as good expositions of difficult subjects as could 
be done. But “Humanism and Science” by Alan 
Gregg, and “Psychiatry and the Normal Life” by 
William Healy are excellent, while Irwin Edman’s 
(Ph. D.) “Philosophy as Therapy” is the neatest 
piece of medical writing that it has been my 
pleasure to meet for many a long day. How 
squarely he has hit the nail on the head! May it 
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sink deep into many of us! Every physician should 
read and know that he has digested it. 
Trevor Owen, M.D., 
University of Toronto. 


OBJECTIVE AND EXPERIMENTAL PsyCHIATRY. Second 
Edition. By D. Ewen Cameron, M.D. (New 
York: The Macmillan Co., 1941.) 


Dr. Cameron has most commendably written this 
very stimulating digest of recent advances in psy- 
chiatry. He gathers into the orbit of psychiatric 
thought the more important biologic advances, to- 
gether with many important relevant contributions 
from the fields of psychology, sociology and 
anthropology. 

The most important aspect of the book is the 
attempt to consider the various normal as well as 
the abnormal functions of the organism, especially 
the aspects of normal and abnormal behavior. 
Throughout the volume, Dr. Cameron groups dif- 
ferent activities of the organism in the order of 
their contribution to the speed of adaptation of the 
total organism. This new formulation, he believes, 
may help to bring more understanding to the 
problems of nervous and mental illness. It must 
be conceded that such newer hypothecation may 
be of much help in this field. 

An introductory chapter is devoted to a dis- 
cussion of experimentation in general, and is ex- 
cellent reading. Dr. Cameron reminds the reader 
that the organism “does not record passively, but 
enters into its observation. The observation is not 
a mere record of events, but a conception to which 
the observer brings many of his own predilections 
and prejudices.” He states that the study of 
conscious mental activity carried out by projec- 
tionistic methods may actually be a hindrance—for 
it was only after Pavlov and his co-workers re- 
solved to be guided by the objective behavior of 
the animals under experiment, not by conjectures 
as to their state of consciousness, that progress 
was actually made. 

Special chapters are devoted to the learning 
function, memory, the function of conditioning, 
functions of thinking and language, personality 
functions, facilitative functions, sleep and allied 
reactions, convulsive reactions, electrical phenomena, 
oxidative and metabolic functions, effects of drugs 
upon behavior, autonomic nervous system, endocrine 
and vitamin functions, structural functions and 
heredity. 

Throughout, the author emphasizes the psychia- 
trist’s increasing reliance on the biologic and the 
social sciences. 

This book is highly recommended as “must” 
reading for all neuropsychiatrists. It is packed 
full of factual data, well digested and well evaluated. 

S. BernArp Worrtis, M. D., 
New York City. 


EmoTIoNAL Hyciene. Second Edition. By Camilla 
M. Anderson, M.D. (Philadelphia: J. B. 
Lippincott Co. 1940.) 

This popular book on mental hygiene is now in 
its second edition. The first edition was reviewed 
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in this JouRNAL. It has been of service not only 
to the nursing profession, for which it was written 
primarily, but has attracted readers from the whole 
field of abnormal psychology. In easily understood 
language the author has described the relationship 
between intellectual and emotional processes, the 
development of the personality through its various 
phases of growth and the possible ways in which 
adjustments to complicated life situations may be 
accomplished. 

The text is written in three parts: (1) The Bio- 
logic and Social Bases of Behavior wherein the 
chapters present the basic emotional patterns and 
problems, the evolution of love, the integrations of 
the individual’s instinctual life with the necessities 
of social customs, those behavior traits that char- 
acterize the adult adjustments as contrasted with 
immature, retarded or regressive activities; (2) 
Personality and Adjustment designed particularly 
for nurses, includes a discussion of 
sonal problems such as homesickness, finances, am- 
bition, various family troubles, love affairs and sex 
life, and presents chapters on adjustments in rela- 
tion to patients, relatives, colleagues, other mem- 
bers of the staff, etc.; (3) The Emotions in Re- 
lation to Special Fields considers psychiatric, pub- 
lic health and school nursing, and other special fea- 
tures of this variety of professional life with their 
opportunities and difficulties. 

In this edition some changes have been made, 
although the basic plan of the book remains the 
same. These changes include the addition of a new 
chapter entitled “That Feeling of Sureness.” Dr. 
Anderson’s book reveals the most important emo- 
tional and interpersonal problems that beset the peo- 
ple of our day in their life and work. The text is 
simply and well written in non-technical language, 
and may be read to advantage, not only by nurses, 
social workers, personnel directors and by students 
in college, but also by teachers, parents and others 
who have to deal with human beings in special 
situations. It has had a wide distribution and it 
bids fair to continue as a successful exposition of 
practical psychology. 


special per- 


Notan D. C. Lewis, M. D., 
New York State Psychiatric 
Institute and Hospital, 
New York, N. Y. 


ANATOMY OF THE Nervous System. By Olaf 
Larsell. (New York: D. Appleton-Century 
Co., 1941.) 


The appearance of a new anatomy of the nervous 
system makes one question whether a new volume 
of nervous system anatomy is needed, but a study 
of Larsell’s book convinces one quickly that there 
is every justification for this volume. The author 
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and has in fact 
anatomy and function as 


‘overed the subject thoroughly 

correlation of 
icated in the preface. 

aspects of nervous system anatomy are care- 

covered, but one might have wished for a 

of the basal ganglia. The chap- 

‘-d, medulla, cerebellum, di- 

particularly good, but 

suffer by compari- 

as at the end of 

marked. The 


are 


excellent and clearly 


ted drawings of the spinal cord and medulla 
‘ially and white 
light have been reproduced more clearly. 


Some of the black 


hese days of a surfeit of texts of anatomy 
it is great praise to be able 
| be highly recom- 
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liversity of Pennsylvania, 


CERTIFIED BY 
Published 
Specialties. 


ity Press, 


) listed 

d by twelve 

nee three new 

ology, plastic 

in 4,000 addi- 

Many of the 

examination 

rements. these data are incorporated in 

12 Directory. United States 
la, and 18,000 diplomates are listed. 

mains as before. 

rder, the history 

litions of certi- 

biographic 

inges entered, 

being listed by which are in al- 

The Directory includes non ut diplomates of 

fifteen American boards; and while the absence 

mean that the 

specialist, it is 

igation and ex- 

“authoritative 


not necessaril 
10t qualified as 
lieved that the methods of im 
amination are such as to 
stamp ot 


upon the 
American 


approval” 

f the 
geographical listing, th is a 
ht alphabetical list of the 


Che volume 


18,000 diplomates 
contains 


B. 


q 

; 

ies if 

4 
4 

5 

bir 

i 


